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when air-borne tree pollens attack... 


BENADRYL 


antihistaminic-antispasmodic 


gives prompt, comprehensive relief 


In sensitivity to tree pollens, BENADRYL pro- 
vides simultaneous, dual control of allergic 
symptoms. Nasal congestion, lacrimation, sneez- 
ing, and related histamine reactions are effec- 
tively relieved by the antihistaminic action of 
BENADRYL. At the same time, its antispasmodic 
effect aids in alleviating bronchial and gastro- 
intestinal spasms. This duality of action makes 
BENADRYL valuable throughout a wide range 
of allergic disorders. 

BENADRYL Hydrochloride (diphenhydramine hydro- 
chloride, Parke-Davis) is available in a variety of forms 


including: Kapseals,® 50 mg.; Kapseals, 50 mg. with 
ephedrine sulfate, 25 mg.; Capsules, 25 mg.; Elixir, 
10 mg. per 4 cc.; and, for delayed action, Emplets,® 


50 mg. For parenteral therapy, BENADRYL Hydrochlo- 


+ ride Steri-Vials,® 10 mg. per cc.; and Ampoules, 50 mg. 


per cc, 25980 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 
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CLINICAL REMISSION 
ARTHRITIC 


In rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 
betes has not been exacerbated. She is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘‘chronic’”’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Gp MERCK SHARP & DOHME - Division of Merck & Co., INC., West Point, Pa, 
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Donnagel with Jeomycin 


Prompt and more dependable control of 
virtually all diarrheas can be achieved with the 
comprehensive DONNAGEL formula, which pro- 
vides adsorbent, demulcent, antispasmodic and 
sedative effects—with or without an antibiotic. 
Early re-establishment of normal bowel 


function is assured —for all ages, in all seasons. 


DONNAGEL: In each 30 ce. (1 fl. oz.): 


Kaolin (90 gr.).................... 6.0 Gm. 
142.8 mg. 
Hyoscyamine sulfate ........ 0.1037 mg. 
Atropine sulfate ................ 0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 
Phenobarbital (14 gr.)........ 16.2 mg. 


DONNAGEL WITH NEOMYCIN 
Same formula, plus 
Neomycin sulfate .............. 300 mg. 
(Equal to neomycin base, 210 mg.) 


A. H. ROBINS CO., INC., Richmond 20, Virginia ° ethicat pharmaceuticals of Merit since. 1878 


ADVERTISEMENTS 


Schaffer’s 
Diseases of the Newborn 


Here is richly detailed and immediately usable help on the 
recognition and management of diseases, disorders and 
anomalies of the newborn child. Dr. Schaffer pays full atten- 
tion to both common and uncommon diseases. The book’s 358 
vivid illustrations make up a virtual atlas of neonatal 
pathology. 


The physical examination which should be performed on all 
newborn children is described in meticulous detail. Special 
attention is given to signs and symptoms, definite or question- 
able, which may indicate the presence of disease. Common 
and puzzling signs such as dyspnea, cyanosis, jaundice and 
diarrhea are thoroughly discussed with thoughtful investiga- 
tion of differentiating features. Case histories are frequently 
cited. 


Sound advice is given on etiology, pathology, clinical course, 
diagnosis, treatment and prognosis of such disorders as: 
atelectasis, congenital diaphragmatic hernia, aortic stenosis, 
meconium ileus, omphalocele, undescended testicle, acute 
pyelonephritis, etc. Inborn errors of metabolism, disorders 
of the blood, the eye, the skin, and the endocrine system are 
all well covered. 

By ALexanpER J. ScHaFFErR, M.D., Associate Professor of Pediatrics, 
The Johns Hopkins Medical School and Pediatrician to The Johns 
Hopkins Hospital. With the assistance of Mitton Markowt1r1z, M.D. 


About 1078 pages, 642” x 10”, with 358 illustrations, some in color. 
About $20.00. New—Ready in June! 


Special Reprint!—Garrison’s 
History of Medicine 


You'll find this classic work an intriguing addition to your 
library. A special limited edition of the Fourth Edition (pub- 
lished in 1929) has just come off press. Although the book has 
been out of print for nearly 15 years, copies of it have con- 
stantly been sought after. The Journal of the American Medi- 
cal Association said of it: “Compact and crowded with facts, 
but pleasant reading throughout, 
clear and concise, rich in happy 
phrases, apt quotations, with occa- 
sional flashes of humor, and many 
historical and cultural allusions.” 


By the late Fretpine H. Garrison, M.D., 
formerly Lieutenant-Colonel, Medical 
Corps, U.S. Army, Surgeon General’s Of- 
fice, Washington, D.C. 996 pages, 6” x 9”, 
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Moyer & Fuchs— 
EDEMA: 
Mechanisms & 
Management 


Here is an up-to-the-minute and practical 
guide to what you can and should do for 
your patients with edema. It presents all 
the useful information to come out of 
the Symposium on Salt and Water Reten- 
tion held at Hahnemann Medical College 
this past December. 


123 authorities tell you what they have 
learned about the mechanisms and man- 
agement of edema. Immediately usable 
help is given on the treatment of edema 
associated with such problems as: hyper- 
tension, pregnancy and premenstrual 
tension, renal disorders, liver disease, and 
congestive heart failure. 


Latest advances in the use of diuretics 
are carefully considered: xanthine diu- 
retics, mercurial diuretics, triazine com- 
pounds, thiazide derivatives, antialdo- 
sterone agents and steroids, etc. 


Edited by Joun H. Moyer, M.D., Professor and 
Chairman of the Department of Medicine; and 
Morton Fucus, M.D., Assistant Professor of 
Medicine, Hahnemann Medical College and 
Hospital. 883 pages, 642” x 934”, with 286 illus- 


with numerous portraits, many rare. trations. About $15.00. New—Just Ready! 
$13.50. Reprint of Fourth Edition! 
W. B. SAUNDERS COMPANY, West Washington Square, Phila. 5 SJG 6-60 | 
Please send me the following books and charge my account: | 
Schaffer —Diseases of the About $20.00 
E) Garrison’s History of Medicine. ..... 
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Recent JAMA editorial statement clarifies 
the current controversy about dietary fats 


Excerpted from the March 12, 1960, issue of The Journal of The American Medical Association: 


é6¢It is accepted generally that specific altera- 
tion in the diet will lower the concentra- 
tion of cholesterol in the blood. The most 
effective results to date have been achieved 
by increasing consumption of polyunsatu- 
rated fatty acids, particularly linoleic acid. 
However, indefinitive and conflicting infor- 
mation has left much to the imagination of 
some food processors. Some of the largest 
vegetable oil processors in the United States 
have implied in advertisements that the 
cholesterol level can be lowered merely by 
adding polyunsaturated fatty acids to the 
diet. This selling campaign has created con- 
fusion among lay people, making it increas- 
ingly important that the physician clarify 
for his patients the conditions under which 
changes in the diet will be effective. 


The patient should understand that if he 
increases his consumption of polyunsatu- 
rated fatty acids without reducing his in- 
take of other fats, little is gained save for 
additional calories which could lead to obe- 
sity. A particular regimen will be effective 
only if polyunsaturated fatty acids are re- 
sponsible for an appreciable percentage of 
the total fat calories. That is, they must re- 
place rather than supplement some of the 
saturated fats and oils already in the diet. 

% 

Some manufacturers cite the “iodine 

number” of a fat or oil as evidence of the 


cally recommended for a cholesterol depressant regimen. 


unsaturated fatty acid content of their prod- 
uct. This number is not a reliable indicator 
of therapeutic value because it measures 
monounsaturated and polyunsaturated fatty- 
acid content at the same time. A monoun- 
saturated acid, like oleic, takes up two iodine 
atoms but does not affect the cholesterol 
concentration of the blood. A polyunsatu- 
rated acid, like linoleic, takes up four iodine 
atoms. In a product containing large 
amounts of oleic acid and small amounts of 
linoleic acid, the iodine number is nearly the 
same as it would be for a produet contain- 
ing little oleic acid and a modest amount of 
linoleic acid. Cottonseed oil has an iodine 
number of 110 and corn oil a number of 
127; yet they each have about the same 
amount of linoleic acid. 
& 

Low-fat diets will not reduce the concen- 
tration of circulating cholesterol and 
lipoproteins as effectively as will diets 
containing an adequate percentage of poly- 
unsaturated fatty acids. Weight-reduction 
regimens are basically low in fat, and if a 
lowered cholesterol level is necessary, plan- 
ning must be done to maintain the proper 
ratio of saturated to unsaturated fats. 

Herbert Pollack, M.D. 
Associate Professor of Clinical Medicine 
Postgraduate Medical School 
New York University, New York 
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Lean Beef Tips Veronique an example 


unsurpassed by any readily available brand 


of glorious eating from Wesson 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil-winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 50-55% 
Oleic acid glycerides (mono-unsaturated) 16-20% 
Total unsaturated 70-75% 
Palmitic, stearic and myristic glycerides (saturated) 25-30% 


Phytosterol (predominantly beta sitosterol) 0.3-0.5% 
Total tocopherols 0.09-0.12% 
Never hydrogenated—completely salt free 

Each pint of Wesson contains 437-524 Int. Units of Vitamin E 


FREE Wesson recipes, available in quantity for your patients, 
show how to prepare meats, seafoods, vegetables, salads and 
desserts with poly-unsaturated vegetable oil. Request quantity 
needed from The Wesson People, Dept. N, 210 Baronne St., 
New Orleans 12, La. 
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ANOTHER YEAR OF SYMPOSIA... 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 9th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ALL PHYSICIANS 


ANCHORAGE, ALASKA 
Saturday, June 11, 1960 
The Westward Hotel 

WEST POINT, NEW YORK 
Thursday, Friday, Saturday, 
June 16, 17, and 18, 1960 
United States Thayer Hotel 
*MADISON, WISCONSIN 
Thursday, June 23, 1960 
The Holiday Inn 
“SPRINGFIELD, MISSOURI 
Sunday, June 26, 1960 
The Holiday Inn 
“ROANOKE, VIRGINIA 
Saturday, July 16, 1960 
The Hotel Roanoke 


“SANTA ROSA, CALIFORNIA 
Friday, September 16, 1960 


The Flamingo Hotel 
*KANSAS CITY, KANSAS 


Friday, September 23, 1960 


Battenfeld Memorial 
Auditorium 


HOUSTON, TEXAS 
Saturday, September 24, 1960 
The Shamrock Hilton Hotel 


DEFIANCE, OHIO 
Wed., September 28, 1960 
Defiance College 


PHILADELPHIA, PENN. 
Sunday, October 16, 1960 
The Sheraton Hotel 


*HARTFORD, CONNECTICUT 
Thursday, October 20, 1960 
The Statler Hotel 


*GREAT FALLS, MONTANA 
Saturday, October 22, 1960 
The Rainbow Hotel 


ROCHESTER, NEW YORK 
Wednesday, October 26, 1960 
The Manger Hotel 


ARE WELCOME 


CHARLESTON, WEST VIRGINIA 
Sunday, October 30, 1960 
The Daniel Boone Hotel 


SIOUX FALLS, SOUTH DAKOTA 
Tuesday, November 1, 1960 
The Sheraton-Cataract Hotel 


*CHARLOTTE, N. CAROLINA 
Thursday, November 3, 1960 
The Hotel Charlotte 


*CLEVELAND, OHIO 
Wednesday, November 9, 1960 
Pick Carter Hotel 


*SOUTH BEND, INDIANA 
Friday, November 18, 1960 
The Pick-Oliver Hotel 


WESTCHESTER COUNTY, N. Y. 
Wednesday November 30, 1960 
Westchester Country Club 


ST. PETERSBURG, FLORIDA 


Saturday, December 3, 1960 
Tides Hotel and Bath Club 


*Acceptable for Category | Credit for members of American Academy of General Practice 


t Lederie } LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Ye 
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to relieve itching, burning skin lesions 
just press the button on the can 


METI-DERM AEROSOL 


prednisolone topical 


for all steroid-responsive skin lesions - available with or without neomycin 


$-472 


there’s 
a better 
move 
than 
cratching... 


more comprehensive 
control 


INDICATIONS 


Heap: temporomandibular 
muscle spasm NECK: acute 
torticollis, osteoarthritis of cer- 
vical spine with spasm of cervical 

muscles, whiplash injury e TRUNK AND CHeEsT: costochondritis, intercostal myositis, xiphodynia e BAcK: 
acute and chronic lumbar strains and sprains, acute low back pain (unspecified), acute lumbar arthritis 

and traumatic injury, compression fracture, herniated intervertebral disc, post-disc syndrome, strained 

muscle(s) ¢ ExTrEMITIES: acute hip injury with muscle spasm, ankle sprain, arthritis (as of foot or knee), 

blow to shin followed by muscle spasm, bursitis, spasm or strain of muscle or muscle group, old fracture 

with recurrent spasm, Pellegrini-Stieda disease, tenosynovitis with associated pain and spasm. 
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due 
associated with 


skeletal muscle 


a new muscle 


Many conditions, painful in themselves, often give rise to spasm of skeletal muscles. 
ROBAXISAL, the new dual-acting muscle relaxant-analgesic, treats both the pain and 
the spasm with marked success: In clinical studies on 311 patients, 12 investigators’ 


reported satisfactory results in 86.5%. Each ROBAXISAL Tablet contains: 


° A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 
painful skeletal muscle spasm, with unusual freedom from undesired side effects........ 400 mg. 
*Methocarbamol Robins. U.S. Pat. No. 2770649. 


~ «# Ananalgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin,. 


and which has added value as an anti-inflammatory and anti-rheumatic agent: . . . (5 gr.) 325 mg. 


INDICATIONS: Rosaxisa_ is indicated when analgesic as SUPPLY »Rosaxisa Tablets (pink-and-white, bangend) 
well as relaxant action is desired-in the treatment of skeletal in bottles of 100-and 500,~ 

muscle spasm and severe concurrent pain. Typical condi- 

tions are disorders of the back, whiplash and other trau- Also available: Ropaxin Injectable, 1.0 Gm. i in 10-ec. am- 
matic injuries, myositis, and pain and spasm associated with - nega Tablets, 0.5 Gm. (white, ls ia bottles of 
arthritis, 0 and 500. 


‘Clinical reports in files of A. H. Robins Co., lac., from: J. Allen, B. Billow, 
ireeman, Jr., Augusta, R. B. Gordon, New York, N. Y., J. E. Holmblad. _ Schenectady, N. ¥., L. Levy, 2 
A. Poindexter, Los Angeles, Cal., E. Rogers, Brooklyn, N. Y., K. H. Scrong, Fairfield, Is. 


Additional information available upon request. 
“Making today’s medicines with integrity sor tomorrow’s with persistence 
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...Felief from pollen allergies 
more complete than antihistamines alone... more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 
with Triaminic.!* Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis. Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.?4 


Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HC] 50 mg. 
Pheniramine maleate .......... cee 25 mg. 


also available: 
TRIAMINIC JUVELETS® 1 the formulation of the Triaminic Tablet with timed-release action. 


TRIAMINIG SYRUP each teaspoonful (5 ml.) provides V% the formulation of the Triaminic Tablet. 


References: 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958, 2. Lhotka, F.M.: Illinois M. J. 112:259 
(Dec.) 1957. 3. Farmer, D.F.: Clin. Med. 5:1183 (Sept.) 1958. 4. Fuchs, M.; Bodi, T.; Mallen, S. R.; Hernando, L., 
and Moyer, J.H.: Antibiotic Med. & Clin. Ther. 7:37 (Jan.) 1960, 5. Halpern, S.R., and Rabinowitz, H.: Ann. 
Allergy 18:36 (Jan.) 1960. 


first—the outer layer dissolves 
within minutes to produce 

Relief is prompt and prolonged 3 to 4 hours of relief 
because of this special 


then—the core disintegrates 
timed-release action 


to give 3 to 4 more 
hours of relief 


SMITH-DORSEY eA DIVISION OF THE WANDER COMPANY « LINCOLN, NEBRASKA 
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whenever digitalis 
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ADVERTISEMENTS 


TRANSCRIBING 
CLARITY 


offers true “professional” dictating 
transcribing sound and efficiency 


Doctor, Lawyer, Office Chief... here is the sound- 
est practice you can establish to end paper-work 
problems. LISTEN: StenOtape gives you the 
greatest clarity of sound in the dictating field 
today. This 6% lb. compact unit, with its ex- 
tremely sensitive microphone records every word 
perfectly within a 30 foot radius. You can actu- 
ally dictate comfortably from any point in the 
room. Seated and relaxed, you can tape inter- 
views with a patient or client; and because of 
StenOtape’s unique sound-fidelity, your secre- 


Check These Other Major StenOtape Features: 


@ Accurate word-counter. @ Built-in Speaker. @ 4” 
high, weighs only 614 lbs. @ Travels in handsome 
attache case. @ Low-cost accessories available to 
cover every dictating-transcribing-recording situa- 
tion. @ Precision designed by Geloso, Europe’s largest 
integrated electronics manufacturer of communica- 
tion equipment. @ Sales and Service Coast to Coast. 


LIFETIME SUPPLY 
OF MAGNETIC TAPE 


tary will hear and enjoy every word of your 
error-free dictation. Doctors and Dentists can 
‘play their post graduate educational tapes on 
StenOtape and enjoy superb playback quality. 
At the office, home or away, StenOtape reco 

everything up to 2 hours on one tape...phone 
calis, conferences, dictation, even music! Hear 


the StenOtape difference 
now...it’s an exceptional 
value! only 

FULL YEAR GUARANTEE Federal Tax Included 


AMERICAN GELOSO ELECTRONICS, INC. 
1 251 Park Ave. So., Dept. 72, New York 10, N. Y 


Gentlemen: Please rush, without obligation, illus- 
trated booklet “The Facts About Dictating 
Machines.” I understand that should I decide to 
purchase a StenOtape this coupon entitles me to 
a lifetime supply (6 rolls) of reusable Magnetic 
Tape worth $15.00.* *Offer expires July 31, 1960 


Name 


Zone__ State. 
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ADVERTISEMENTS 


Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


t 
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tense 


and 
Nervous 


patient 


Despite the introduction in recent years of “new and dif- 
ferent” tranquilizers, Miltown continues, quietly and 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Miltown) is prescribed by the medical 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


Usual dosage: One or two 
400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 


or aS MEPROTABS*— 400 mg. meprobamate (Wallace) 
unmarked, coated tablets. Wa WALLACE LABORATORIES / New Brunswick, N. J. 


CM-2053 
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ADVERTISEMENTS 


when that early Monday morning telephone 


call is from a weekend do-it-yourselfer 


“,.and this morning, Doctor, my back 
is so stiff and sore I can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 
SAFE — for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
i) WALLACE LABORATORIES, New Brunswick, New Jersey 


(carisoprooon wattace) 
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Beating 
too fast? 


Slow it 
down with 


SS E- Re A SIL Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cies) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
SUPPLIED: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 


SUMMIT- NEW JERSEY 


ADVERTISEMENTS 


Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 
& overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.” 


Webster discovered amebic infection in 


147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 
1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 


biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 


2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
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... well tolerated when 
...a highly potent, — used on a properly individ- 
bactericidal antibiotic ualized dosage schedule 
for combating staph and which does not induce 


gram negative infections excessive blood levels 


“In many instances its effect has been dramatic and life saving ...”’ 


“Six of the patients who survived were considered to be terminally ill at the time 
kanamycin was started but showed dramatic improvement and eventual complete 


recovery.”’* 


“indeed, the results [with kanamycin] are the most remarkable ever achieved 
with otherwise fatal staphylococcal infections that we have ever seen.” 


“There appears to be no doubt that kanamycin has been lifesaving in those in- 
stances in which organismal resistance precludes the use of other antimicrobials.’ 


Information on dosage, administration and precautions 
contained in package insert or available on request. 


SUPPLY: KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in vial containing 2 ml. volume. 
KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in vial containing 3 ml. volume. 


REFERENCES: 1. Yow, E. M.: Practitioner 182:759, 1959. 2. Yow, M. D., and Womack, G. K.: Ann. N. Y. Acad. Sci. 76:363, 
1958. 3. Bunn, P. A., Baltch, A., and Krajnyak, O.: Ibid. 76:109, 1958. 4. Council on Drugs, J.A.M.A. 172:699, 1960. 
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Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
your patient’s depres- 
sion is relieved and her 
anxiety calmed—often in 
two or three days. She 
eats sleeps 
well, and her depression 
no longer complicates 
your basic regimen. 


Lifts depression...as it calms anxiety 


For pregnant, postpartum and menopausal patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q. i. d. eee er 


this may be gradually increased up to 3 tablets 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no psychotic reactions. 

Deprol does not cause hypotension, tachy- 
cardia, jitteriness, or liver toxicity. It can 
be safely administered with basic therapy. 


“Deprol* 


Composition: 1 mg. 2-diethylaminoethy] bensilate hydrochloride 


(benactyzine HCl) and 400 mg. meprobamat 


Supplied: Bottles of 50-light-pink, scored tablets. Write for 


literature and samples. 
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announcing a major event 
in anticoagulant therapy... 


Certified—before introduction—by 5 years of clinical experience 
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new oral prothrombin depressant 
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ADVERTISEMENTS 


. » » DARVO-TRAN?” relieves pain more effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild sag helps combat the pain- 
anxiety spiral. In Darvo-Tran, the tranquilizing roperties of Ultran® are 
added to the established analgesic effects of rae and the anti-inflam- 
matory benefits of A.S.A.®. Clinical and pharmacologic studies have shown 
that when pain is accompanied by anxiety, the addition of Ultran enhances 
and prolongs the analgesic effects of Darvon. 


Each Pulvule® Darvo-Tran provides: Darvo-Tran™ (dextro propoxyphene and 
Darvon . .. . 32 mg.—TO RAISE PAIN THRESHOLD acetylsalicylic acid with phenaglycodol, 
AS.A.. . . . . 325 mg.—To REDUCE INFLAMMATION _ Lilly) 

Ultran. . . . . 150 mg.—TO RELIEVE ANXIETY Ultran® (phenaglycodol, Lilly) 
Darvon® (dextro pro hene hydrochlorii 

Usual Dosage: Lilly) = 
1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
020407 
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ARTICLES 


Language and Communication 


A Progress Report on the Parsons Research Project 


R. L. SCHIEFELBUSCH, Ph.D., and J. E. SPRADLIN, Lawrence 


THE APRIL, 1958, ISSUE of the JOURNAL OF THE 
KANSAS MEDICAL SOCIETY outlined a three-year proj- 
ect on Language and Communication* at Parsons State 
Hospital and Training Center. The description per- 
tained to the origins of the project as conceived by the 


* “Language and Communication—Outline of a program 
for Research and Training of Mentally Retarded Children,” 
R. L. Schiefelbusch, Ph.D. and H. V. Bair, M.D., Journal 
of the Kansas Medical Society, Vol. LIV, No. 4 (April, 
1958), pp. 137-140. 


This is the second article in a series 
of reports on the Parsons Project, a 
study of Language and Communication 
of Institutionalized Mentally Retarded 
Children. The current report describes 
the specific rationale, the methodolo- 
gies, and the pilot studies developed by 
the research staff. The period covered 
extends from July, 1958, to September, 
1959. Future progress reports will pre- 
sent subsequent data as they become 
available. The three-year project was 
made possible by a grant from the Com- 
munity Services Branch of the National 
Institute of Mental Health. The grant is 
administered through the Bureau of 
Child Research, University of Kansas. 
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planning committee made up of representatives from 
PSHTC, the Menninger Foundation, and the Uni- 
versity of Kansas. Included in the outline were a 
brief description of the project plan and the methods 
of procedure for the three-year study. 

Since this article appeared, a project staff has been 
assembled and has developed a set of specific re- 
search procedures within the general framework of 
the project. The current report is concerned pri- 
marily with the work of the project staff in planning 
and conducting the pilot phases of the research 


program. 


Active Research Phase 


At the outset of the active research phase, which 
began in July, 1958, with the appointment of Dr. 
Seymour Rosenberg as Field Director, the research 
staff** inherited a set of five general aims, which 


** Dr. Joseph Spradlin, Research Psychologist; Gerald 


Siegel, Ph.D., Speech Pathologist; Ross Copeland, M.S., 


Speech Pathologist; Dorolyn Ezell, M.S., Educational Psy- 
chologist. Seymour Rosenberg, Ph.D., Research Psychologist 
was the initial field director but left the project in October, 
1959, to take a position at Bell Telephone Laboratories, 
Murryhill, New Jersey. His role as Field Director is now 
filled by Dr. Spradlin. Two research assistants, Sanford 
Mabel and Vincent Bowman, have also been active mem- 
bers of the research project. Both are doctoral candidates 
at K. U. Dr. R. L. Schiefelbusch, Ph.D. is the project di- 
rector and H. V. Bair, M.D., Superintendent of Parsons 
sor Hospital and Training Center, is the project co- 
irector. 
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were set forth in the project grant proposal as 
follows: 


1. The formulation of a set of experimental 
constructs relative to language and communication 
as features of social adequacy. 

2. Diagnostic assessments which include de- 
scriptions of the negative and maladaptive habits 
and reaction patterns affecting language and com- 
munication. 

3. The development of a battery of language 
and communication tests for determining gains 
made in the training program. 

4. The development of specific clinical tech- 
niques for improving the verbal behavior of men- 
tally retarded children with particular attention 
to the various diagnostic classifications. 

5. The development of a team program for im- 
proving the environmental milieu of the institu- 
tional child for purposes of stimulating verbal de- 
velopment. The last-named subgoal represents an 
attempt to develop creative and motivational ex- 
periences in the institutional child’s daily activity. 


The staff found that these aims provided a satis- 
factory framework for a long range study, but they 
soon felt the need to give the ambitious and diversi- 
fied program a timetable and a tentative schedule of 
events. There were neither the personnel nor the re- 
sources to study, within a research framework, the 
total communicative environment of the retarded in- 
stitutionalized youngster. The staff chose, therefore, 
to give initial priority to (1) the development of a 
communication test which could be used to assess 
the functioning level of the children in the project, 
(2) the development and comparison of several sets 
of explicit training procedures usable by a clinician, 
teacher, aide, occupational therapist, nurse, etc., who 
has had experience with mentally retarded children, 
and (3) the construction of a theoretical framework 
from which to derive new methods. It was felt that 
such a diversified set of research activities could best 
be evolved in a setting that provided a balanced pro- 
gram of “basic” and “applied” research. The staff 
conceived that such a balance could be attained with- 
in the Parsons research setting, but that the tasks they 
initially outlined for themselves were formidable in- 
deed. They were motivated in the undertaking by 
the realization that the balanced program offered the 
greatest promise for the discovery of new methods 
of treatment. They readily determined that they faced 
some lengthy, interactive, and overlapping phases of 
work that included an exhaustive study of the litera- 
ture; instead of, discussion and planning sessions by 
the interdisciplinary team; and, finally, pilot projects 
designed to bring the staff more intimately into con- 


tact with the realities of the research undertaking. - 


These procedural steps were actively used in each of 
the substantive areas of the project. 


Study and Discussion 


The team was able to find little direct research 
literature to facilitate the early planning of the proj- 
ect. In fact, the literature provided neither a good 
discussion of the basic issues and problems in regard 
to the language behavior of the retarded nor a sizable 
number of isolated empirical studies which could 
survive scientific scrutiny. Mathews, for example, 
cites a number of studies in the literature which al- 
lude to speech-therapy programs for the retarded and 
notes that none of these studies employs an adequate 
control group. Moreover, many of the traditional and 
well-accepted terms in mental retardation have a 
purely connotative flavor and turn to quicksilver un- 
der the bombardment of research methods. Concepts 
like “‘educable,” “trainable,” “brain damage,” and 
“multiple handicap,” and even “retardation” itself 
turn out to be administrative conveniences and sci- 
entific duds. There is, of course, an extensive litera- 
ture in the language area pertaining to normal chil- 
dren. Studies of language development in children, 
however, have been limited almost exclusively to 
counting and correlational studies, while manipula- 
tive studies have received little attention (McCarthy). 
Most of these studies have been based on a develop- 
mental concept. However, the concept of ‘‘develop- 
ment” also has been re-examined recently, and the 
literature in this area has been evaluated in the light 
of new methods, findings, and scientific philosophy 
(Harris). The theoretical formulations of language 
have been subject to historical influences which often 
lead to the confusion between verbal behavior as an 
act of a person and verbal behavior as a conceptual 
system of scientists. These conceptual inadequacies 
have been discussed by Kantor, Miller, and Skinner. 

The current state of the literature, the goals of the 
project, and the demands of rigorous research have 
involved the project staff in a number of difficult and 
prolonged discussions. Members of the staff have 
made agonizing reappraisals of their everyday con- 
cepts of language and mental retardation and have 
come to grips with the problems of designing both 
meaningful and rigorous research in this area. 

As a result of additional months of planning and 
increased attention to the empirical pilot phases of 
research, the substantive areas of the project are now 
sufficiently well developed to be reported. The fol- 
lowing sections are capsule reports of the Parsons 
Language Sample, the Methods for Developing Ver- 
bal Behavior, and the Conceptual System. The authors 
hope that these brief reports will serve to project 
a sagittal view of the research project now in opera- 
tion. 


The Parsons Language Sample 


When the staff began to plan specific research in- 
vestigating various methods for increasing language 
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in mentally retarded children, the necessity for evalu- 
ation procedures was apparent. The need for a quan- 
titative estimate of language functioning is required 
when children are selected for an experimental treat- 
ment and when the effects of an experimental treat- 
ment are being evaluated. The first step in the de- 
velopment of such measures is the delineation of the 
area included by this term. A definition proposed by 
Skinner has been tentatively accepted: Verbal or 
Language behavior can be defined as behavior which 
is rewarded through the actions of other persons. De- 
fining verbal behavior in this way seems desirable 
for at least three reasons. First, it brings investiga- 
tion of language in line with the study of nonverbal 
behavior as a dependent variable subject to the con- 
trol of events external to the person. Second, it does 
not limit language to speech or vocal responses but 
includes nonvocal or gestural language. Third, the 
definition demands that language be considered as 
an interpersonal or social process. 

The next basic question is the systematic construc- 
tion or selection of items which are representative of 
the various interpersonal situations into which the 
child can be placed. Ideally, a language sample 
should include samples of the child’s verbal be- 
havior in various social situations. This procedure is 
obviously unrealistic. The present sample uses an 
adult examiner on the tentative assumption that the 
child’s language in this situation correlates with his 
language in other situations. This assumption will be 
tested with a series of empirical studies, which have 
in fact already begun. 

An attempt has been made to obtain a representa- 
tive sample of language behavior by classifying the 
behavior and then by sampling each behavior class. 
A brief description of the major classes of language 
behavior sampled follows: 

Mand Behavior. Mand behavior includes de- 
manding, commanding, requesting, and asking. Since 
these conditions occur frequently in interpersonal sit- 
uations and frequently pertain to wants or needs of 
individuals, they are assumed to be rather important 
in communication behavior. 

Tact Behavior. The tact subtest requires the sub- 
ject to name a series of objects and pictures. The ex- 
aminer holds each object or picture in view of the 
child and asks, ‘‘What is it?” In the case of the tact, 
the appropriate response is under the control of ob- 
ject or picture stimuli. That is, the specific responses 
would not occur if the pictures or objects were not 
present. 

Echoic Behavior. One of the more simple and 
primitive types of echoic behavior is the echoic re- 
sponse or repetition response. Echoic responses are 
so much reinforced by the parents and teachers of 
children in the early years of life that there is usu- 
ally a tendency for them to echo any verbalization 


upon request. 


Intraverbal Responses. Intraverbal responses are 
primarily under the control of verbal stimuli but 
have no point-to-point correspondence to them. For 
example, one person’s “Good morning, how are 
you?” is a discriminative stimulus for ‘Fine, thank 
you.” Or, a person’s “2 + 2 =” is the discriminative 
stimulus for four. In other words, stimuli prodyced 
by other verbal responses are the occasion for the 
intraverbal response. 

While the examples given above in illustrating 
mand, tact, echoic, and intraverbal behavior all in- 
volve vocal behavior, gestural behavior may also be 
classified according to the same system. 

At the present time we are at the third revision of 
what may be a long series of revisions in the devel- 
opment of an adequate language sample. From the 
first three stages has evolved a brief test-like situa- 
tion which attempts to sample language behavior 
from each of the major classifications. Language re- 
sponses are arbitrarily classified as appropriate or in- 
appropriate by the test constructor. A more rational 
qualitative classification system is now being devel- 
oped. Data are already being obtained to determine: 
(1) the degree of intersubtest correlations, (2) the 
degree of test-retest split-half reliability, and (3) 
the degree of validity for predicting behavior in 
nontest situations. Moreover, data have been obtained 
to determine whether different examiners obtain simi- 
lar results when using the test. 


Methods for Developing Verbal Behavior 


There are two or three discernible trends in cur- 
rent language-training programs of retarded chil- 
dren which constitute a background for the research 
project. One appears to be the use of drill methods 
to procure from the child a well-articulated word or 
phrase in order to increase the verbal repertoire of 


- the child or in order to reduce inadequacies in the 


words the child already uses. These methods are per- 
haps derived from traditional methods of the speech 
correctionist. Another trend is the use of a large 
quantity of talk around the child in the form of 
stories, naming objects in pictures, and talking about 
activities in which the child is participating. These 
methods have been largely adapted from the educa- 
tional procedures and principles used for normal 
children. Both types of training methods involve cer- 
tain assumptions which are questionable. The drill 
method presupposes that the child has developed 
speech but that it must be “polished” or made articu- 
late by drill methods. Since this is not true with a 
large number of retarded children, the drill method 
is often unfeasible. The educationally derived talk 
method tends to place the emphasis on the teacher's 
speech output rather than on the child’s output. 
“Most recently, there has been an increasing em- 
phasis upon the social aspects of language behavior. 
This appears to be a healthy supplement to traditional 
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methods. That is, the emphasis in language develop- 
ment is slowly being shifted from the perfection of 
articulation or the enlargement of vocabulary per se 
to the acquisition and use of language in interper- 
sonal settings. Speech and language behavior are 
assumed to be acquired because they are rewarded by 
the activity of other persons. There is also an in- 
creasing emphasis upon the training of listening be- 
havior for the child. This appears to provide some 
necessary balance for interpersonal use of language 
since verbal behavior is a sequence of rather rapid 
alternations between speaking and listening. 

It is not surprising to find that there are in the 
literature virtually no scientifically adequate studies 
describing and evaluating any of these treatment 
methods. A consideration of two of the methodologi- 
cal aspects alone exposed a horrendous set of prob- 
lems for the research team. First, there is the problem 
of developing effective training methods which can 
be subjected to laboratory scrutiny and eventually be 
communicated readily to teachers, therapists, and 
aides. Second, the specific effects of these training 
methods on the children must be evaluated and 
analyzed. 


Types of Method Studies 


The following paragraphs present a brief de- 
scription of the types of method studies from which 
usable procedures can eventually be derived. The 
studies serve as pilot projects designed to provide 
useful glimpses of both method and theory needed 
for evolving a scientific approach to language train- 
ing. 

The learning situation which has been given most 
research attention to date is one in which an adult is 
assembled with a small group of children for a 
short period of time each day. These sessions are re- 
peated five to six days a week for a month to a year 
or more. This type of situation is seen to exist, not 
only in the classroom, but also in the cottage with 
an aide, in recreation, and sometimes in occupational 
therapy. Whatever “principles” of language stimula- 
tion would be applicable to any of these group set- 
tings involving a “‘pre-instructed” adult should be 
applicable to all. A pilot study was first executed 
using Mrs. Ezell, a research member of the project 
and a former teacher of retarded children. The so- 
phistication gained from this pilot study permitted 
the planning of much more elaborate studies using 
hospital aides in the adult role. These persons serve 
as the “‘pre-instructed” adults who meet with a small 
group of children for a series of language-stimulation 
sessions. The study itself takes place in a room in 
which recordings and unobtrusive observations can 
be made. The purpose of the study is to compare the 
differential effgcts of three types of instructions to 


aides on language development of the children and 
on differences in aide behavior. 

In another learning situation, methods for improv- 
ing comprehension or understanding were evaluated. 
This study was similar to that described above insofar 
as an adult met with three children. It was different 
insofar as each of four teachers met with two groups 
of children. The goal of both methods was to teach 
severely retarded children the meaning of certain 
words which occur very frequently and which are con- 
sidered basic to everyday communication. These 
words were drawn from Thorndike’s most frequent 
500 words. Words were set up in pairs of opposites 
such as over-under, stop-go, to-from, etc. One meth- 
od of teaching involved simply telling the child 
whether he was right or wrong. The other method 
involved simply naming the correct response. 

A second type of situation now being studied is 
one containing an adult and a single child. This 
type of situation allows a precise analysis of the in- 
teractive process between the adult and child and the 
exploitation of practices which are not feasible in the 
small-group context. One such experiment concerns 
the question of how a relatively naive adult reacts to 
a verbally retarded child. The study focused primarily 
upon the kinds of questions adults ask a retarded 
child. It was hypothesized that an adult interacting 
over time with a retarded child will tend to ask ques- 
tions which require little of the retarded child. If 
this hypothesis is found true it would seem likely 
such behavior on the part of the adult tends to per- 
petuate speech retardation. A second study involves 
the use of electronic instruments to increase the at- 
tention or “‘awareness”’ level of low-function children 
for their own vocal production. It is assumed that 
many of these children have not learned a necessary 
concomitant of communication, 7.e., listening to their 
own and others’ speech. An attempt is being made 
by Copeland in some pilot research to increase the 
attention level of low functioning children (with un- 
impaired hearing) by various accentuating devices 
in the auditory feed-back channel. There are also 
plans for additional adult-single child settings which 
will involve manipulations not feasible in any other 
setting. 

A third communication setting under study in- 
volves children interacting with each other where 
no adult is in the immediate sphere of interaction. 
The playground, cottage, and dining room provide 
many such instances. Children tend to choose cer- 
tain other children rather consistently (sociometric 
choice) in these settings, and it would be surprising 
if such consistent choices did not affect the communi- 
cation development of the children. For example, it 
has been noticed that higher-level children play with 
children of similar level in organized play, while 
lower-level children are involved neither in organ- 
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ized play nor in play with each other. This social 
process could tend to perpetuate or “freeze” the func- 
tioning level of the children at their respective levels. 
A study is now under way in which children of vari- 
ous functional levels are experimentally assembled for 
short play periods and the effects on communication 
behavior noted. Preliminary results of this study are 
described by Rosenberg. Methodological sophistica- 
tion for such studies is readily available from the so- 
cial psychological literature (Rosenberg). The prac- 
ticality of contrived assemblies of children in various 
structured situations as a new way of improving com- 
munication skills of retarded children will continue 
to receive considerable attention on the project. 

The method studies involving an adult and several 
children are being used both for development of 
theoretical concepts involved in group processes and 
as applied studies of training procedures. The studies 
involving an adult and a child, together with studies 
involving children interacting with each other, are 
primarily designed to aid in developing a conceptual 
system for understanding language behavior. 


Conceptual System 


It would be rather pretentious to say that the lan- 
guage-training procedures briefly described above are 
being derived from theory and that they can be 
wholly described within a theoretical framework. 
However, a rationale does permeate much of the 
thinking about training procedures (Rosenberg and 
Schiefelbusch). The conceptual description of lan- 
guage development is presented only in summary 
form here. 

Language behavior, like other behavior, needs to 
occur, however imperfectly, before it can be shaped 
to conform to cultural norms. If the child is not al- 
ready emitting a large amount of vocalization, one 
has to contrive a series of conditions which will in- 
crease his output. Thus, the materials of the adult, the 
talk, talk, talk of the teacher (Baumgartner), the as- 
sembly with other children in a variety of settings, 
and the use of pleasant or unpleasant situations, will 
be assessed according to their effectiveness in elicit- 
ing vocalizations, no matter how primitive these vo- 
calizations may be. Having set some occasions for the 
occurrence of vocalization, the situation must then 
provide to the child rewarding consequences for his 
performance. It is assumed that the consequences of 
any behavior play an important role in the develop- 
ment of that behavior. It is further assumed that lan- 
guage behavior is subject to the same general prin- 
ciples as other behavior. Some consequences which a 
situation provides following a vocal production would 
appear to be highly effective in perpetuating the in- 
teraction either between an adult and a child, between 
children under adult surveillance, or between chil- 
dren alone. The perpetuation of interaction would 


then permit the further shaping of the behavior of 
the child. Other consequences might be detrimental 
to this interaction. If, for example, the adult (or 
other child) imitates, smiles, says or does anything 
following a vocal production which is rewarding to 
the child, this should tend to perpetuate the interac- 
tion, whereas asking What ?, demanding clarification, 
or failing to respond may gradually decrease the oc- 
currence of that response. The latter approach may, 
of course, be quite helpful at some stage of learning 
to produce unlearning of some undesirable response 
as long as it does not decrease all communicative be- 
havior. 


Selection of What Is Rewarding 


At some point in this learning process, the adult 
(or the social processes occurring in the situation) 
must become selective in what is rewarded and how 
it is rewarded so that behavior begins to conform to 
cultural norms and begins to occur in appropriate 
contexts. Unfortunately, we still know little about 
the intermediate stages of behavior for the retarded 
child which will take him from primitive vocalization 
to articulate, appropriate speech. At any rate, the ac- 
ceptance of any random noises by another person at 
the early stages of the learning process does not mean 
that these noises ought to be accepted later. They 
must gradually become associated with specific stim- 
uli, either within the situation in which the action 
is taking place or in any past situation which the 
child had experienced. The selectivity of the adult, 
for example, must be contingent upon the child’s 
progress rather than upon a pre-set schedule. Note 
also that the selectivity of one adult of certain be- 
haviors must be consistent with the selectivity of other 
people with whom the child comes into contact. Such 
is the rationale for the eventual consideration by the 
research program of all aspects of the child’s life, .e., 
the classroom, the cottage, the playground, the clinic. 


Trained to Listen 


So far the discussion has emphasized the produc- 
tion aspects of communication. To complete the ac- 
count it is necessary to add that the child must also 
be trained to listen. As with speaking, one needs to 
create, first of all, situations which will assure that 
some kind of listening behavior occurs. Various meth- 
ods are possible. Games in which someone describes 
the hidden location of objects known to be reward- 
ing to the child may increase listening behavior. At 
first, these descriptions may have a strong gestural 
component (since these are presumably easier to 
learn), which is then gradually dropped out. Other 
situations for producing listening could be the same 
as those which elicit talking. Still others may be nec- 
essary, such as music, to produce the most basic com- 
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ponent of listening behavior—a relatively inactive 
and quiet poise. The study mentioned in the preced- 
ing section, in which electronic mediation of the 
speech environment is used to increase “attention,” 
may also be effective with the very low functioning 
children. From these methods would gradually come 
a shaping up of the more complex listening behaviors 
which we generally term “understanding.” 

It is necessary to note explicitly that this concep- 
tual scheme of language development emphasizes the 
fact that language development is derived from con- 
tact in interpersonal situations. The units of analysis 
(dependent variables) for many communicative situ- 
ations are, therefore, the relationships between the 
behavior of two or more individuals rather than the 
dependent variables concerned exclusively with the 
performance of the child in these situations. Also, 
the independent variables are described in terms 
which specify the situations created both for the chil- 
dren and the adult. An attempt to describe the inde- 
pendent (manipulable) variables of learning for the 
child alone ignores the fact that communication is an 
interpersonal system. Thus, manipulations for optimal 
learning are described for the interpersonal system 
rather than for the child alone in a physical environ- 
ment. An interpersonal approach suggests the possi- 
bility that adults, no matter how well instructed, may 
not be impervious to subtle social processes which 
may slowly change their behavior as teachers or thera- 
pists within the interpersonal setting. A general dis- 
cussion of this approach to learning situations as so- 
cial systems is given in a paper by Rosenberg, and its 
specific application to mental retardation is discussed 
in the paper presented at the A.A.M.D. meetings 
(Rosenberg) . 


Plans for the Future 


Each member of the project staff has now com- 
pleted a sizable amount of exploratory research in his 
area of responsibility. In some instances it has been 
possible to design and execute systematic, publishable 
research as a result of the pilot work. In the case of 
other problem areas, it is apparent that more explora- 
tory-type activity will be required. The plans for the 
immediate future include, therefore, a variety of work 
ranging from preliminary probings into problem 
areas to the execution of very specific studies. These 
plans are organized into each of the areas described in 
the previous section and are outlined briefly as 
follows: 

1. The staff will continue to develop the language 
battery with special attention to (a) providing addi- 
tional validation situations, (b) the measurement of 
verbal learning aptitude, intraverbal structure of the 
child’s verbal behavior, and spontaneous output of 
vocalizations. 

2. The feasibility of developing language-stimula- 
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tion methods in the classroom, cottages, and during 
recreation will be explored further. The use of aides, 
described by Ezell, will continue within the labora- 
tory setting, providing the opportunity to perform 
detailed analyses of the processes involved in such 
small group settings. The assembly study described 
by Rosenberg will be enlarged to include new situa- 
tions or task variables. Copeland’s pilot study on 
feedback alterations will be enlarged into a syste- 
matic research study. Finally, the adult child relation- 
ship as described by Rosenberg will be more fully 
explored. 

3. The consideration of articulatory variables as 
they may relate to verbal behavior, currently in the 
initial planning phase, will also be explored more 
fully. 

4. A series of laboratory research studies has been 
initiated to provide the project with important con- 
ceptual and methodological tools. A series of em- 
pirical studies is now under way, for example, to 
compare the reward properties of various social and 
nonsocial stimuli. A theoretical paper which attempts 
to handle learning variables in interpersonal situa- 
tions is being outlined currently and will be com- 
pleted for publication soon. This paper will integrate 
and expand the ideas presented in previous papers 
(Rosenberg). Improved methods for observing and 
recording verbal behavior of the children in a variety 
of laboratory and natural settings receive continuing 
attention by all members of the project. 


University of Kansas 
Bureau of Child Research 
9 Bailey Hall 

Lawrence, Kansas 
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College Campus Psychiatry 


A Campus Psychiatrist Raises Some Questions 


H. G. WHITTINGTON, M.D., Lawrence 


FoR THOSE OF US who cannot decide whether we are 
no longer young, or already old, the uncertainty and 
turmoil of adolescence seem a negligible price for 
the promise of an unencumbered future and the vigor 
of youth. I can no more expect to convince my read- 
ers, as they hear senescence creeping up on them, 
that the college years are fraught with emotional 
crises and filled with unhappiness; than I might ex- 
pect to persuade college students that aging is like 
the mellowing of a good wine, or that “life begins 
at forty”! Rather, I hope to point up the problem of 
empathy arising from the difficulty that the older 
person has in discarding nostalgic fantasies about 
the blissfulness of youth. Empathy is not an end unto 
itself; but is a beginning toward identifying and 
helping emotionally disturbed young adults. 


Was the Pioneer 


Kansas was a pioneer in college mental health 
services. Dr. Karl Menninger initiated a mental hy- 
giene program at Washburn College in the early 
1920's, at a time when only a few colleges were 
aware of the contribution that psychiatry could make 
to higher education. Beginning in 1938, psychiatric 
consultation was available at the Student Health Serv- 
ice of the University of Kansas; and since 1948 a 
Mental Health Clinic has offered psychiatric evalua- 
tion and treatment to students. Unfortunately, such 
facilities are not available at other universities 
throughout the state. 

Each academic year, about four per cent of the 
total enrollment is seen in the Mental Health Clinic. 
A small number are evaluated under the foreign 
scholarship program. The remainder, most of them 
self-referred, consult the staff for a variety of emo- 
tional problems: acute situational reactions, as a de- 
pression following the breakup of a romance; anxie- 
ty reactions, stemming from situational and endo- 
psychic, unconscious conflicts; personality problems 
that prevent the student from enjoying himself, his 
work, and other people; marital conflict; academic 
underachievement; psychosomatic illness; psychosis ; 
organic brain damage—the full range of psychiatric 
illnesses, except for the diseases of old age. An eval- 
uation, consisting of a series of psychiatric interviews, 


Dr. Whittington is director of Mental Health Clinic, 
Student Health Service, University of Kansas, Lawrence, 
Kansas. 


psychological testing, and interviews with parents or 
faculty (if such seem indicated and if the student 
consents) leads to specific recommendations: rarely, 
for hospitalization, either at the Student Health 


1. Why don’t local physicians refer 
their patients, now students, to the Cam- 
pus Mental Health Clinic? 

2. What are the attitudes of doctors 
toward teenagers, adolescents and par- 
ticularly college students? 

3. Do college students need tranquil- 
izers? 


Service or elsewhere; occasionally, for tranquilizing 
medication ; most often, for individual or group psy- 
chotherapy. 


Often the Family Physician Sees First 


The family physician has often been consulted by 
the parents before we see the student. He has lis- 
tened to the parents’ concerns. He has talked with 
the student. He has performed a physical examina- 
tion, done a few lab studies, and has found the 
youngster appallingly healthy. And yet, of the over 
500 students seen during the 1957-58 and 1958-59 
school years, only one was referred by a local physi- 
cian! How are we to understand this? 

Are physicians reluctant to refer a patient to a 
“head-shrinker” ? Although it is true that practition- 
ers from many sections of Kansas do not have an 
opportunity to work closely with a psychiatrist, and 
thus to experience the impact that advances in psy- 
chiatric knowledge have made on clinical practice, I 
doubt that prejudice or ignorance accounts for the 
rarity in referral of college students for help with 
emotional problems. 

I believe, instead, that the problem lies in a diff- 
culty which the physician experiences in empathizing 
with the young adult. The same doctor who is quite 
alert to neurotic problems in his adult patients is 
often quite insensitive to even greater emotional 
turmoil in adolescents. We all remember, more or 
less, many of the events of adolescence. What we 
forget, often repress completely, are the painful and 
intense emotions that characterize this age. We forget 
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what it feels like to be away from home for the first 
time; to be jilted by a girl; to be laughed at by one’s 
friends; to not know what to “become’’; to be lec- 
tured by an overly concerned father on weekends, or 
pampered by an anxious and lonely mother who is 
afraid that she is loosing her “baby.” We forget, in 
fact, all the exquisite self-torture, confusion, and 
doubt of our young patients. Remembering quite 
well, however, the indecision and concern of parent- 
hood, the physician often identifies with the more 
punitive attitudes of the parents, and proceeds to 
admonish, lecture, exhort, cajole, and shame the stu- 
dent, who has already been liberally dosed with such 
medicine at home. Strong advice can help, of course, 
but only if certain conditions are met: if the recipient 
is absolutely sure that the advice is in his best in- 
terests, impartial, not motivated by personal needs of 
the donor, and is reasonably learned. 


Frequent Complaint From Parents Is Grades 


A frequent concern of parents, one they often take 
to their family physician, is their child’s poor scho- 
lastic work. The physician can serve an invaluable 
function as a source of good common sense. The most 
frequent cause of poor academic achievement is low 
academic ability. Many students who attempt, often 
at parental urging (the individual is usually more 
realistic about his own abilities than are the parents), 
to obtain a college education, are simply incapable of 
doing so. Academic ability is a function not only of 
intelligence, but of prior educational experiences; for 
example, an individual who reads at only a sixth 
grade level is severely handicapped in a university. 
At the University of Kansas, the Guidance Bureau, 
staffed by educational psychologists, administers a 
testing program to measure academic achievement ; 
these scores are supplied to the students’ faculty ad- 
visors, and counselling and remedial clinics are pro- 
vided by the Guidance Bureau staff if the student re- 
quests help. 

Motivation for further education is often lacking. 
Is the motivation that of the parents to have a col- 
lege-educated child?:Or of the student, to achieve 
certain personal goals? Often the young person’s 
solution is to get away for a while, to work or join 
an armed service, and decide later if a college educa- 
tion is something he really wants. Such an idea brings 
out, invariably, the tired old stories about so-and-so, 
“ . . . who left school and never came back. Boy, is 
he sorry now!” An: individual who has the ability, 
however, with an opportunity to mature and to clari- 
fy his own motivations without parental pressure, usu- 
ally does complete his education. The parents’ guilt, 
their concern that they have somehow “failed” their 
child, often force them to act, when inaction and ac- 
ceptance is the better course to follow. 
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False Starts Are Usual 


One or two false starts, with changes in major 
or career goals, are not unusual in college students. 
Such changes do not necessarily indicate irresponsi- 
bility, rebellion, or capriciousness. In such a marvel- 
ously complex society as ours, the miracle is that 
anyone ever ends up in the right career. To be open 
for change, even if it means going against parental 
wishes, is healthy and not to be stifled. 

Often, though, academic difficulty may have other 
meanings. If, for example, the parents tell of a long- 
standing pattern of inability to follow projects to 
completion, poor academic achievement in secondary 
school, vagueness about life direction and goals, as- 
sociated with evidences of good intellectual endow- 
ment (which is not necessarily correlated with the 
wealth or social prominence of the parents), one 
must begin to wonder about a chronic personality 
disorder; only a careful and thorough evaluation of 
psychological functioning can lead to an understand- 
ing of the genesis of the disorder, or to a decision 
about the best treatment. An hour consultation with 
a psychiatrist is of little use in such cases; six hours 
with a psychiatrist and as many being tested by a 
psychologist, are more likely to clarify the emotional 
impediments to learning and achievement, and offer 
hope of establishing a rational treatment plan. 

A sudden drop in grades, after previous good ac- 
complishment, communicates that the individual is 
experiencing some sort of inner disequilibrium. Per- 
haps falling in love, perhaps the onset of a psychotic 
breakdown: both mild and transient, and more severe 
emotional upsets may interfere with academic ac- 
complishment. The general physician, the guidance 
counsellor, or the psychiatrist can, and should, ask 
what is wrong and how the young person can be 
helped to reinstitute homeostasis at a higher level of 
functioning. 

The emphasis, so far, has been on academic 
achievement, grades, and the ability to learn and to 
retell on examinations. This, of course, is only one 
aspect of total personality functioning, a facet that 
is highlighted in college, but one no more important 
than the ability to maintain peace with oneself and 


-with one’s fellowmen. A good student is not neces- 


sarily an adequate, a happy, or a well-adjusted indi- 
vidual; nor is a scholarly, somewhat aloof person 
with only a few friends necessarily maladjusted, 
strange, or a subject for psychiatric examination. In a 
large school such as the University of Kansas, it is 
possible, however, for isolated and confused individ- 
uals to be overlooked, not recognized as emotionally 
ill. For those living in university housing, the excel- 
Jent counsellor system supervised by the Dean of 
Students provides an opportunity for casefinding and 
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early, atraumatic referral to the Mental Health Clinic. 
One of our research interests is in improving upon 
methods for early casefinding, perhaps by the routine 
administration of psychological tests to all entering 
freshmen. However, it is too soon to say what meth- 
ods will meet the criteria of adequate sensitivity, 
validity, clinical functionalism, and practical expe- 
diency. There will never be a test or battery of tests 
that will replace the intuition and judgement of the 
clinician, however; often the local physican will 
know long before the University that a particular 
student is experiencing adjustment problems. 


The Role of the G.P. 


Is the general physician only to function in case- 
finding and referral for specialized psychiatric serv- 
ices? By no means. Support and encouragement for 
the student, and a chance to talk to a kindly person 
who listens more than he advises, combined with re- 
assurance for the parents, will allow the resolution of 
most emotional upsets in adolescence and early adult- 
hood. For chronic problems, or severe psychological 
decompensation, the Mental Health Clinic at the 
Student Health Service may be the appropriate agency 
for referral. Since our function is primarily one of 
evaluation and short term therapy, we will often re- 
refer students to public or private treatment resources. 

The use of medication for emotional problems in 
young adults is a question of great relevance for the 
practitioner. It is our experience that ataraxic medica- 
tion has little to offer in the psychiatric treatment of 
this population, and if used should be only for a 
week or so to allow a helping relationship to be es- 
tablished with the physician. Only by not routinely 
using tranquilizers will the practitioner remind him- 
self of what he may have forgotten: that 4e is the 
most powerful psychic medicine of all, and that the 
- therapeutic use of himself is the greatest challenge to 


his skill as a physician and as a compassionate human 


being. It is not at all unusual for us to see tense, wor- 
ried young people who are gulping down a bewilder- 
ing array of medicaments: thyroid (for fatigue), 
“Equanil®” (to counteract the iatrogenic hyperthyroid- 
ism), ‘‘Ritalin®’ (to counteract the pharmacologic 
somnolence), shot-gun type anemia medication (to 
counteract the poor diet that no one ever asked 
about), an anti-spasmodic (to dull the hunger 
cramps), and assorted capsules, pills, and potions, of 
divers colors, with stripes, multicolored granules, 
polka-dots, etc., all to treat various esoteric dysfunc- 
tions that the student vaguely describes—and quickly 
forgets, along with all the pills, when given an op- 
portunity to talk with an empathic adult, who is not 
critical or condescending, and who is not so terribly 
grown up that he is unable to remember how it felt 
to be young. The drug companies, for all their won- 
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drous advances, have not discovered a cure for youth. 

Our policy, which is that of the Student Health 
Service as a whole, is to serve as a substitute for the 
family doctor while the student is away from home. 
It is not our wish to usurp the position of the private 
physician. We routinely communicate to the physi- 
cian, then, if the student consents, the outcome of 
our evaluation and our treatment recommendations, 
as well as asking him to share his findings with us. 
Only by such a cooperative venture can the special 
needs of the young adult with emotional problems be 
adequately served. 


University of Kansas 
Student Health Service 
Watkins Memorial Hospital 
Lawrence, Kansas 
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Because of its very intimacy, marriage more than 
any other human relationship, can bring out the 
worst in people or the best. It may turn two normal 
human beings into cynical, discontented and conten- 
tious members of society; on the other hand it can— 
often does—take two inexperienced, undisciplined 
young people and mold them into unselfish, kindly, 
responsible citizens.— Agnes Sligh Turnbull 
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Statistical Inference 


The Use of Statistical Theory in Medical Research 


HARRIS WINITZ, Ph.D., Kansas City 


THE PURPOSE OF THIS paper is to present the under- 
lying logic for the application of statistical theory to 
medical research. Some common statistical tests will 
be discussed. It is best to begin by defining the fol- 
lowing four terms: population, sample, parameter, 
and statistic. 


Population: The aggregate or totality of objects 
about which we wish to draw some inferences. 

Sample: A part or subset of the objects of a 
population. 

Parameter: The figure for the population. 

Statistic: The figure for the sample. 


The above terms will be employed in an example 
to demonstrate the use of statistical inference. If one 
wished to know the average height of six-year-old 
boys living in the United States and if it were eco- 
nomically feasible to measure all boys of this age re- 
liably (without measurement error) this figure could 
be ascertained with complete certainty. The figure ob- 
tained would be the population value or parameter. 
Unfortunately this procedure would prove to be high- 
ly impractical. 


Approximate With an Average 


It is possible, however, to approximate closely the 
population value (true average or mean) in a less 
costly and exacting way. One could select a group of 
six-year-old boys as a sample and measure the height 
of each boy. The mean figure would be the sample 
value or statistic. If the selection process were done 
on a random basis one could be reasonably certain 
that the sample value would approximate the popula- 
tion value. Random selection implies that factors, 
such as physical health, race, etc., peculiar to the pop- 
ulation would have an equal chance of being present 
in the sample. Also as the number of subjects is in- 
creased the likelihood that the sample mean will ap- 
proximate the true mean is also increased. However, 
how certain could we be? 

At this time it is best to introduce and define the 
term probability. The probability of an event is the 
relative frequency (based on an infinite number of 
trials) of that event in the universe of events that are 
under consideration. Thus the probability of obtain- 
ing spades from sets of four cards chosen from decks 
of playing cards is 25 per cent. That is, if four cards 
were sampled over and over again from a large num- 
ber of playing-card decks, one-fourth of the cards 


would be spades. In any of the four-card samples 
there may be zero, one, two, three, or four spades, 
but when all samples of four cards (four x no. of 
samples) are considered the expected percentage of 
spades would be 25 per cent and that of non-spades 
would be 75 per cent. If a deck of playing cards con- 


A brief consideration of the theory of 
statistical inference in medical research 
is presented. The term probability and 
some commonly used statistical tests are 
discussed. 


tained 26 spades and 26 non-spades, infinite sampling 
from decks of cards would produce 50 per cent 
spades and 50 per cent non-spades. 


The Chance Factor 


Such theory can be applied to the height example. 
If 100 groups of six-year-old boys, each composed 
of 50 boys, were randomly selected and the mean 
height of each group were computed, the means 
would distribute themselves in a normal or approxi- 
mately normal fashion (bell shaped curve) around 
the true mean. The frequency of sample means that 
approximated in value the true mean would be far 
greater than sample means which were considerably 
larger or smaller than the true mean. 

Now if one wished to determine whether six-year- 
old boys were taller than six-year-old girls, two 
groups of children (30 boys and 30 girls) of this 
age level would be randomly selected and the dif- 
ference between means computed. From our previous 
discussion one would expect the mean differences of 
a large number of paired samplings between boys and 
girls to distribute themselves in a normal fashion 
around the true mean difference. Very large differ- 
ences favoring girls or very large differences favoring 
boys would occur by chance very infrequently. A dif- 
ference of such magnitude as to occur by chance five 
per cent of the time or less has been traditionally used 
in psychological research to indicate a statistically 
significant difference. The logic is simply this. If a 
difference this large or larger could occur by chance 
five per cent or less of the time it would not be sus- 
pected that the difference obtained in a single ex- 
periment was this rare event which had occurred by 
chance. The difference between means may be due to 
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chance, but it is highly unlikely. It is then concluded 
that there is a “true” difference between sexes and 
that the difference is statistically significant at the .05 
level of confidence. The selection of the level of con- 
fidence is a strictly arbitrary matter, depending upon 
the objectives of the investigator. 


Major Tests Used 


Some of the more widely used statistical tests in 
research are the ¢ test (t), analysis of variance (F), 
and chi-square test (x2). When comparing group 
differences based on mean values the ¢ or F test is 
used. Analysis of variance is appropriate when more 
than two groups of subjects (or more than two treat- 
ments for the same subjects) are studied. The x? test 
is applicable when data have been categorized into 
responses referred to as nominal grouping, e.g. ‘feel 
good,” “feel bad,” change.” 


Illustration 


One example will suffice as an illustration of the 
application of statistical inference to data. An in- 
vestigator wishes to study the effect of drug X on 
dysphasic speech responses. He chooses as his crite- 
rion measure the number of correctly spoken words 
in two situations: with drug and without drug. Forty 
words have been randomly chosen from a list of the 
5,000 most commonly spoken words in English. Each 
of the 40 words is printed on a different card. Thirty 
dysphasic patients who have been ascertained as hav- 
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ing no visual problem are randomly selected from a 
rehabilitation center. Presentation of drug (drug X 
and placebo) is rotated for each subject. (One could 
also select two 40-word lists and counterbalance drug 
and word list effect.) He sets his level of confidence 
at .05. 

The examiner finds that under placebo a mean of 
22 words is said correctly and that under the effect of 
drug X a mean of 26 words is said correctly. The 
drug appears to affect speech performance as defined 
by our experimental procedure. However, a ¢ test is 
applied to the data and the obtained level of confi- 
dence is 30 per cent, i.e., a difference this great or 
greater may occur by chance 30 per cent of the time. 
Since the difference is not statistically significant at 
the .05 level the experimenter retains the null hypoth- 
esis (hypothesis of no difference) and concludes that 
it appears tenable that the drug has no effect on 
speech performance. 


Department of Hearing and Speech 
University of Kansas School of Medicine 
Kansas City 12, Kansas 
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Right Hemiparesis, Garbled Speech, and Pain in Chest, 
Abdomen, Back, and Extremities 


Case Presentation 


A 49-YEAR-OLD WHITE MAN with speech difficulty 
and facial and right arm weakness was admitted to 
KUMC for the first time on August 19, 1958. In 
February, 1958, he had had an acute onset of pain 
in the upper abdomen and back which lasted for 
about three months. He also had numbness and pain 
in the right arm which radiated to the tips of his 
fingers when he raised his arm above his head. In 
April he developed hyperesthesia of the right chest 
from the back to the sternum; this increased during 
the following months, becoming so severe by August 
that it interfered with his sleep. On August 10 he 
developed pain in the lower abdomen and back asso- 
ciated with a feeling of urinary urgency. The pain 
was relieved by an injection. At that time a urinaly- 
sis was reported to have been negative. The follow- 
ing day he had general malaise and chest pain. At 
that time an x-ray of the spine was interpreted as 
being negative. 

On August 14 (five days before admission) the 
chest pain recurred, and on August 16 he had pain 
behind his left ear and left parietal occipital area for 
about three hours. After breakfast on the day before 
admission he had upper abdominal pain, nausea, and 
vomiting. After an enema and several hours of rest 
he sat up and attempted to talk, but his speech was 
garbled and he had a short episode of choking. 
There was sagging of the facial muscles on the right, 
and his right arm was weak. He was able to eat, but 
his appetite was poor. 

In 1956 a skin cancer on his nose had been treated 
with roentgen radiation. In early December, 1957, 
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he had several episodes of blackout spells which 
occurred on bending and occasionally while he was 
driving. He had no history of headaches. He had had 
no other serious illnesses or operations. He was aller- 
gic to sulfonamides. 

One brother had questionably died of a cerebro- 
vascular accident, but his family history was other- 
wise not remarkable. 


PHYSICAL EXAMINATION 


The patient was a well developed, well nourished 
white man who did not appear to be in acute dis- 
tress. His blood pressure was 140/70, and his pulse 
rate was 80 per minute and regular. There was a 
grade II arteriosclerotic retinopathy; the pupils were 
normal and reacted to light and accommodation. His 
ears, nose, and throat were normal. There were angi- 
omata on his chest. The abdomen was normal except 
that the cutaneous abdominal reflexes were absent 
bilaterally. There was right hemiparesis with im- 
paired equilibrium manifested by falling to the right 
during which the right arm was not held out. Sensory 
tests were unsatisfactory. The cranial nerves were not 
remarkable except for the speech problem and paresis 
of the right side of the face. 


LABORATORY 


The urine had a specific gravity of 1.011, an acid 
reaction, no sugar or albumin, and one to three pus 
cells per high power field. The hemoglobin was 13.9 
gm. per cent, and the hematocrit was 45 ml. The white 
count was 16,050 with a normal differential. The 
serologic tests for syphilis were negative. The blood 
urea nitrogen was 21 mg. per cent, and the fasting 
blood sugar was 76 mg. per cent. The prothrombin 
time was 47 per cent of normal, but it was checked 
five days later and found to be 75 per cent of normal. 
The spinal fluid was crystal clear; the colloidal gold 
curve, normal; sugar, 73 mg. per cent; total protein, 
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58 mg. per cent. The sedimentation rate was 22 mm. 
per hour. Liver function tests were normal. : 


HOSPITAL COURSE 


The patient complained of pain in his right shoul- 
der, anterior chest, and lower abdomen at various 
times and of variable duration. Because of his in- 
ability to speak clearly it was difficult to evaluate his 
complaints. Medication afforded only partial and in- 
consistent relief from the pain. He was seen by the 
Hearing and Speech Department for speech therapy 
and by the cardiovascular and orthopedic sections. On 
the 27th hospital day he complained of pain in his 
chest, left shoulder and leg. On the following day he 
appeared to be somewhat improved, but the next day 
he was confused and acutely ill. He had several epi- 
sodes of vomiting, but there was no blood in the 
vomitus. At that time his temperature was 100.4 de- 
gtees; his blood pressure was 80/79; the pulse rate 
was 100 and irregular. There was a gallop rhythm. 
A blood culture taken at that time was negative at 
ten days. His blood pressure continued to drop de- 
spite medication, and he died at 11:00 o'clock in 
the morning, September 17, 1958. 

Dr. Mahlon Delp (moderator): Are there any 
questions ? 

Quentin Huerter (student)*: Did he experience 
any chest pain during the ten days before admission, 
and, if so, did he require injections? 

Dr. Delp: He had some chest pain for which he 
received injections of cyanocobalamin. 

Wilber Voss (student): Was he right or left 
handed ? 

Dr. Wu-Hai Tu (resident in medicine): He was 
right handed. 

Mr. Huerter: Did he have aphasia or dysarthria? 

Dr. Tu: He had aphasia. 

James Nelson (student): Were his words under- 
standable? 

Dr. Tu: No, they were not. 

Norman Harris (student): Were the heart tones 
normal on admission ? 

Dr. Delp: Yes. 

Russell Odegard (student): Did the chest pain 
increase on exertion? 

Dr. Delp: There was some indication of increased 
pain, but he also had pain when at rest. 

Mr. Harris: Was there a history of weight loss? 

Dr. Delp: No. 

Mr. Huerter: Were there any repeat urinalyses? 

Dr. Delp: No, there was only one urine examina- 
tion. 

Mr. Huerter: Was the hemoglobin constant 
throughout his hospitalization ? 


* Although a student at the time of this conference in 
January, 1959, he, like the others referred to as students, 
received the M.D. degree in June, 1959. 
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Dr. Delp: Yes, it was. 

Lawrence Perry (student): Will you describe his 
facial weakness? 

Dr. Delp: The weakness involved the lower part 
of the right side of his face. 

Mr. Odegard: Was there any petechiae or splinter 
hemorrhages ? 

Dr. Delp: No. 

Mr. Voss: Were angiomata found any place other 
than on his chest? 

Dr. Delp: No, and there were none on his chest; 
the description was that of spider angiomata. 

Don Hunninghake (student): Did he have fever 
at any time other than on his last day? 

Dr. Delp: No. He had fever only on his last day. 

Mr. Odegard: Did the hemiparesis disappear at 
any time? 

Dr. Delp: No, it did not. 

Mr. Voss: Were the deep tendon reflexes on both 
sides equal throughout his hospital course? 

Dr. Delp: Deep tendon reflexes were three plus 
on one side, two plus on the other side and constant. 

Mr. Odegard: Were bowel sounds present at all 
times ? 

Dr. Delp: There was no indication of absent 
bowel sounds. 

Mr. Odegard: Was there any melena? 

Dr. Delp: No. 

Mr. Huerter: Do you have any more information 
about the growth which was removed from his nose 
in 1956? 

Dr. Delp: We accepted it as being a skin cancer. 
Do you believe it could have been something else? 

Mr. Huerter: It may have been a malignant 
melanoma. 

Mr. Harris: Were there any murmurs in the 
carotid area? 

Dr. Delp: No. 

Mr. Harris: Were the patient’s legs examined on 
the day before death? 

Dr. Tu: Yes, but there was no sign of thrombo- 
phlebitis. 

Dr. Delp: If there are no more questions, we will 
now have the electrocardiograms. 


Electrocardiograms 


Mr. Harris: The first electrocardiogram (Figure 
1) was taken on September 15, two days before 
death, and shows a sinus tachycardia with a rate of 
130 per minute. There are frequent ventricular pre- 
mature contractions throughout numerous leads, and 
there is a current of injury in leads I, aV1 and in the 
chest leads. There are deep T waves in the chest leads 
and suggestive Q waves in aVf and lead II. I inter- 
pret this tracing as an acute anteriolateral myocardial 
infarction. I can not rule out the possibility of an old 
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Figure 1. Electrocardiogram taken on September 15, 
two days before death. 


myocardial infarction indicated by the Q waves in 
aVf and lead II. 

The second tracing (Figure 2) taken on the day 
of death still shows a sinus tachycardia. There is evo- 
lution of the myocardial infarction as shown by the 
S-T elevation in numerous leads and the current of 
injuries over the chest. The P-R interval is prolonged. 
I interpret this tracing as evolution of an anterio- 
lateral myocardial infarction; however, the elevated 
R waves over the chest leads were not present in the 
previous tracing, so I can not rule out right ventricu- 
lar strain. 

Dr. Delp: Dr. Crockett, may we have your com- 
ments ? 

Dr. James E. Crockett (cardiologist): These 
tracings undoubtedly show the progression of changes 
in an anterior infarction which has extended into the 
lateral surface of the left ventricle. In regard to V,; 
we must be aware of the result of acute right heart 
strain. That, however, would be the result of a de- 
layed right ventricular depolarization which in itself 
could be secondary to the extensive anterior infarc- 
tion. The terminal R wave in the right ventricular 
depolarization was delayed. In reference to the pre- 
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Figure 2. Electrocardiogram taken on day of death. 


vious tracing I doubt that the patient had an old pos- 
terior infarction. 

Dr. Delp: Thank you. May we have the x-rays 
now, please? 


X-RAYS 


Mr. Huerter: All of the x-rays were taken on the 
day of admission. The skull films show no evidence 
of increased intracranial pressure which would be 
manifested by lacunar markings in the flat bones of 
the skull. The posterior and anterior clinoids are well 
rounded. The sella turcica is normal in size, and the 
base is thick and normal. There is some calcification 
in the pineal gland. I interpret these as normal skull 
films. 

The lateral film of the chest shows bony abnormali- 


Figure 3. P-A of the chest. 


ties manifested by lipping of the vertebral bodies 
which I believe is compatible with osteoarthritis. 

No abnormalities are seen in the P-A of the chest 
(Figure 3), and the angles are clear. There is some 
rotation of the film shown by the displacement of the 
costoclavicular or costosternal articulation. On the 
original film there was some haziness in the apex 
and a suggestion of a coin lesion. There is mild in- 
crease in prominence of the aorta, but I believe that 
the heart is normal in size. 

A KUB film shows gas and fecal material through- 
out. No bony abnormalities are seen in the pelvis. 
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There is slight lipping in the vertebral bodies. Psoas 
shadows appear intact. I cannot visualize the kidney 
outline here, but in the original film the kidneys were 
moderately enlarged but within normal size. I in- 
terpret this as a normal KUB film. 

Films of the cervical spine again show a hyper- 
trophic lipping of the vertebral bodies. 

Dr. Delp: Thank you. We will now have your 
differential diagnosis, Mr. Nelson. 


Differential Diagnosis 


Mr. Nelson: One day before admission this 49- 
year-old man awoke from an afternoon nap with 
right arm and right facial weakness and garbled 
speech. A few hours before he had had an episode 
of upper abdominal pain, nausea and vomiting which 
he treated with an enema and rest. Six months before 
admission he had had chest and arm pain and pares- 
thesias of the thorax so severe as to interfere with 
his sleep. Ten days before admission he had abdomi- 
nal and back pain associated with urgency, and he 
was given an injection. At that time a urinalysis and 
spine films were negative. On admission the patient 
appeared to be a well nourished man in no acute 
distress and with normal blood pressure. -There was 
a grade II arteriosclerotic retinopathy and a grade II 
systolic murmur. His speech was garbled, and he had 
a right hemiparesis. A white blood count was 16,000. 
A sedimentation rate was 22 mm. per hour. His hos- 
pital course was characterized by variable symptoms, 
and his response to medication was poor. Rehabilita- 
tion therapy was started, but on his 27th hospital day 
he complained of chest pain, left shoulder and leg 
pain, and he was confused and acutely ill. On the 
29th day he developed shock, and, in spite of medica- 
tion, he died. 

My diagnosis is based on the causes of hemiparesis 


preceded by chest, arm, and abdominal pain resulting . 


in terminal cardiac failure. Polyarteritis nodosa could 
explain the multiplicity of these findings, but I dis- 
card that diagnosis because there was no anemia, 
eosinophilia, hypertension, kidney failure or derma- 
tological findings. 

Neoplasms of the brain may have an abrupt onset 
due to hemorrhage into the tumor and a slowly pro- 
gressive course. That is an unlikely diagnosis, how- 
ever, because there is no evidence of increased intra- 
cranial pressure or associated signs or symptoms, and 
there was no evidence of a primary tumor. 

Dissecting aneurysms often produce such a clinical 
picture because small placques dislodge and manifest 
themselves as peripheral emboli. This is an unlikely 
primary diagnosis, however, because of the long 
course and because the x-rays showed no characteristic 
findings compatible with that diagnosis. 

Multiple sclerosis and the demyelinating diseases 


could explain this variety of symptoms. These dis- 
eases are usually characterized by exacerbation, re- 
mission and transient neurological symptoms, but 
they are unlikely here because of the patient’s history 
and because there was no Charcot’s triad. 

Patients with calcific aortic stenosis frequently. re- 
main asymptomatic until maturity when they develop 
dizziness, dyspnea, angina, and occasionally hemi- 
paresis. I shall rule this diagnosis out because there 
were no typical physical findings or history of dysp- 
nea or syncope. 

Peripheral vascular disease is statistically impor- 
tant because 95 per cent of deaths attributed to it 
can be categorized either as intracerebral hemorrhage, 
thrombosis, emboli, or subarachnoid hemorrhage such 
as ruptured aneurysm or vascular malformation. In- 
tracerebral hemorrhage appears in the majority of 
hypertensive patients with a sudden onset associated 
with headache, elevated blood pressure, neurological 
deficit, and bloody spinal fluid. These symptoms, 
however, were not present in our patient. Angiomata 
on the chest could be associated with cerebral angio- 
mata, but the spinal fluid and history of the patient 
is not compatible with that. Cerebral thrombosis is 
usually preceded by transitory neurological defects 
which have developed for several hours, and fre- 
quently occurs during periods of lowered blood pres- 
sure. During his sleep the patient may have had a 
stroke which was preceded by pain. An infarction 
cannot be ruled out because he had the typical neuro- 
logical deficit. 

Emboli may occur suddenly at any time, and the 
clinical picture usually develops within minutes. The 
exact cause of an embolus occurring during sleep is 
unknown. The spinal fluid is clear with normal pres- 
sure and few cells. No region of the brain is immune 
to that type of insult. The middle cerebral artery is 
most frequently involved, and emboli to that region 
could explain the apoplectic event and the patient's 
neurological problems. Emboli commonly arise from 
a fibrillating heart caused by arteriosclerotic heart dis- 
ease or rheumatic fever. The onset of thoracic pain 
extending into the right arm could have been related 
to the shoulder-hand syndrome that results in about 
20 per cent of non-fatal infarctions. Hemiparesis may 
have been the result of a cerebral embolus from an 
infected mural thrombus secondary to myocardial in- 
farction, but there is no evidence to support that 
diagnosis. 

Other common sources of emboli are severe mitral 
stenosis, intracardiac surgery, non-bacterial endocar- 
ditis, paradoxical emboli, and subacute bacterial en- 
docarditis which produces a picture of general infec- 
tion and the gradual development of malaise and 
anorexia. Early attacks are often confused with “flu” 
or other common disorders, and the first symptoms 
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may be hemiparesis and showers of emboli. The pro- 
tean symptoms result from embolization of various 
organs, and are diagnosed in almost every type of 
specialty clinic. Our patient had a heart murmur of 
which the etiology may have been rheumatic fever. 
He had leukocytosis, a moderately elevated sedimen- 
tation rate, and sudden sharp pain in multiple areas 
which could have been attributed to bacterial emboli. 
On the other hand, some of the classic signs of sub- 
acute bacterial endocarditis such as anemia, fever or 
petechiae, were present. Before 1952 the most fre- 
quently missed diagnosis was subacute bacterial endo- 
carditis. One series reported that death resulted from 
heart failure caused by nodular deformity, acute myo- 
carditis or coronary embolism in 55 per cent of the 
cases, and vascular catastrophe accounted for 17 per 
cent of the deaths in that same series. 

In summary, I believe that our patient had subacute 
bacterial endocarditis, possibly following a damaged 
valve, and dislodged emboli which produced pain 
and paresthesias for six months before death. An 
embolus to the middle cerebral artery probably pro- 
duced hemiparesis, garbled speech and facial weak- 
ness. Two days before death he had an acute myo- 
cardial infarction either from coronary embolus or 
from arteriosclerotic heart disease producing hypoten- 
sion and gallop rhythm. He died of cardiac irregulari- 
ties. 


Clinical Discussion 


Dr. Delp: Thank you, Mr. Nelson. What is your 
diagnosis, Mr. Voss? 

Mr. Voss: Arteriosclerotic heart disease and myo- 
cardial infarction resulting from angina. He had an 
infarction ten days before, and at that time a mural 
thrombus developed which resulted in the hemi- 
paresis. 

Dr. Delp: Mr. Hunninghake? 

Mr. Hunninghake: I believe that all of his pains 
were caused by small emboli rather than angina. 

Dr. Delp: Mr. Odegard? 

Mr. Odegard: I believe he had arteriosclerotic 
heart disease, and on the day before admission he 
probably had a myocardial infarction with lowered 
blood pressure and thrombosis. 

Dr. Delp: Mr. Perry? 

Mr. Perry: Arteriosclerotic heart disease with an 
infarct before admission. 

Dr. Delp: How do you explain his discomfort and 
paresthesias in the thorax and extremities? 

Mr. Perry: A severe myocardial insufficiency with 
an infarct could result in hyperesthesia; however, 
after seeing the x-rays I believe it was probably 
caused by osteoarthritis. 

Dr. Delp: Do you believe cervical osteoarthritis 
was the cause of his symptoms ? 

Mr. Perry: Yes, I do. 
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Dr. Delp: Mr. Harris? 

Mr. Harris: A previous myocardial infarction with 
mural thrombus and embolic phenomenon could ex- 
plain the hemiparesis. 

Dr. Delp: Mr. Huerter? 

Mr. Huerter: The osteoarthritis would probably 
account for the pain in his arms and hands. The 
paresthesias of the chest may have been associated 
with severe coronary artery disease which is not an 
uncommon finding in an atypical form of angina. 

Dr. Delp: Do you have a second diagnosis, Mr. 
Nelson ? 

Mr. Nelson: My second diagnosis is arteriosclerot- 
ic heart disease. There is no evidence of a previous 
infarction, and it can not be ruled out. 

Dr. Delp: Mr. Hunninghake, why was the patient 
afebrile? 

Mr. Hunninghake: Fever is usually present, but 
some authors report that ten per cent of patients with 
the chronic syndrome have no fever. 

Dr. Delp: Mr. Huerter? 

Mr. Huerter: I do not believe that these facts can 
tule out endocarditis. There have been reports of 
patients who did not have the classical signs and 
symptoms. Cases which had been prolonged for over 
six months usually presented those manifestations. 

Dr. Delp: If embolization was the cause of his 
important signs and symptoms, why was there no evi- 
dence of peripheral embolism ? 

Mr. Huerter: I am not absolutely certain that 
there were no signs of peripheral embolization. 

Dr. Delp: Are you implying that they may not 
have been observed ? 

Mr. Huerter: No; there may have been mesenteric 
emboli. The pain he had behind his left ear may have 
been caused by a peripheral embolus. 

Dr. Delp: Mr. Hunninghake? 

Mr. Hunninghake: His various pains may have 
been caused by smail peripheral emboli. 

Dr. Delp: Do you mean the pain in his fingers, 
hands and legs? 

Mr. Hunninghake: Yes; they must have been 
quite small, and, consequently, favor a diagnosis of 
subacute bacterial endocarditis. Emboli that break off 
from a mural thrombus tend to be somewhat larger. 

Dr. Delp: Would you be disturbed about the pa- 
tient’s negative blood culture? 

Mr. Hunninghake: That does not necessarily rule 
out subacute bacterial endocarditis; blood cultures are, 
however, positive in a large number of cases. 

Dr. Delp: Dr. Steegmann, what was your interpre- 
tation of his pains when you first saw him? 

Dr. A. T. Steegmann (neurologist): The patient 
had a lingual apraxia, not garbled speech, and he was 
unable to describe his pain. The history stated that he 
had had severe pain in the middle of his back. If 
the patient had had only aphasia and hemiparesis 
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they could be explained on the basis of an insufh- 
ciency of the internal carotid on the left, a diagnosis 
that caused considerable debate. There is still no ex- 
planation, however, for his pain unless it is assumed 
to be of thalamic origin. It would be difficult to ex- 
plain the thalamic lesion and the lesion in the dis- 
tribution of the left middle cerebral artery unless it 
is assumed to be embolic in origin. The patient could 
not be examined adequately to determine whether this 
was a thalamic type of pain. It was my opinion that 
it might have been an embolic process. 

Dr. Delp: Thank you. Dr. Williamson, the possi- 
bility of a brain tumor was dismissed rather promptly 
here in the differential diagnosis. The students have 
also minimized the possibility of the patient’s having 
radicular pain associated with his osteoarthritis. Do 
you have any comments about that ? 

Dr. William P. Williamson (neurosurgeon): I 
believe we are justified in ruling out a brain tumor. 
The patient had an apoplectic onset of his neurologi- 
cal deficit late in the course of his disease. There was 
a midline pineal, and there were no previous pressure 
signs. Not enough was known about his pain to rule 
out a cervical osteoarthritis, The history states that he 
had arm pain on raising his arm over his head. If the 
pain were radicular it would have been discrete and 
much more likely to be brought on by movement 
of the head and neck rather than the arms. Pain on 
raising the arms over the head actually suggests a 
cervical rib, scalenus anticus syndrome or, perhaps, 
vascular pain with a hyperabduction syndrome. There 
were no objective signs of radicular involvement. I 
believe that he had vascular pain in the right arm 
rather than radicular pain since it was induced by 
raising the arm over the head. 

Dr. Delp: Thank you. May we have your com- 
ments, Dr. Crockett ? 

Dr. Crockett: It is conceivable that the patient 
may have had an aortic dissection which sealed off to 
produce back pain and with no further progression 
for a period of time. That would not, however, be the 
usual course. When I saw the patient for the second 
time he had had an acute vascular collapse, and at 
that time there was evidence of an acute infarction 
which had not been present previously. I believe that 
there was evidence of multiple embolic phenomenon, 
and that the left side of the heart was the most likely 
source. Many questions have been raised pointing 
out that his course was certainly not typical of sub- 
acute bacterial endocarditis. Possibly the next best 
diagnosis would be a non-bacterial thrombotic endo- 
carditis of which an occasional case has been reported 
in the literature. These cases have been concerned 
with patients with terminal illnesses such as carci- 
nomatosis, but they may occur in individuals who 
have no accompanying disease. Our patient’s course 
was certainly not typical of subacute bacterial endo- 


carditis. He may have had a coronary artery embolus 
to account for the myocardial infarction. 

Dr. Delp: Thank you. We will now have the 
pathologist’s report. 


Pathological Report 


Dr. Peter Rasmussen (pathologist): At autopsy 
the patient was thin, weighing about 140 pounds. 
The original gross pathologic processes appeared to 
have arisen in the lungs, heart and vascular tree. This 
latter involvement resulted in multiple organ involve- 
ment and death. 

In the apex of the upper lobe of the right lung 
was a grayish-white, 2x2x3 cm., roughly ellipsoid, 
firm tumor mass. Careful dissection of the hilar areas 
showed one lymph node with similar tumor tissue. 
This presumably represented a primary anaplastic 
carcinoma arising in the apex of the right lung. On 
histologic section it resembled somewhat an “oat cell” 
carcinoma (Figure 4). Vascular invasion undoubtedly 
occurred, since tumor cells were also found in an 
occasional renal glomerulus. 

The heart weighed approximately 390 gm. On the 
aortic and mitral valves there were large, irregular, 
friable, easily dislodged vegetations (Figure 5). In 
the anterior descending branch of the left coronary 
artery a recent thrombotic occlusion was seen. In 


Figure 4. Photomicrograph of the anaplastic carci- 
noma of the lung. Note the. lack of differentiation as 
well as the necrosis in the center of tumor nests. H and 
E x 165. 
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addition, there was a recent myocardial infarct in the 
anterior septum of the heart and extending along the 
anterior part of the left ventricle. Overlying this in- 
farct was a recent mural thrombus. There was no 
evidence of old rheumatic disease. 

Coronal sections of the brain showed extensive 
areas of recent necrosis involving the centrum semi- 
ovale as well as the superior margin of the temporal 
lobe and part of the internal capsule on the left side. 
An older area of infarction was present in the right 
side of the cerebellum. Perfusion of the internal 
carotid arteries was effected, but no occlusion to the 
flow rate was found. Numerous old and recent pul- 
monary emboli were present, as well as a recent pul- 
monary infarct in the lower lobe of the right lung. 

Microscopically, the heart valve lesions were com- 
posed of fibrin with a few areas where neutrophils 
were incorporated. In general, however, the vege- 
tations were acellular. Cultures of the lesions, as well 
as smears and bacterial stains of sectioned material, 
failed to disclose bacteria. 

Further microscopic study of other organs indi- 


Figure 5. A gross photograph of the mitral valve 
showing the non-bacterial -verrucous endocardiosis. The 
histologic appearance of these vegetations was the same 
as that of the thrombotic material occluding the left 
coronary artery indicating that the latter was an em- 
bolus probably arising from the lesions on the heart 


valves. 
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Figure 6. Photomicrograph of an arteriole in the 
brain. Note that the endothelium has been elevated 
eccentrically by a subendothelial, finely granular mate- 
rial. This arteriolar lesion closely resembles that seen 
in thrombotic thrombocytopenic purpura, indicating 
that the massive intravascular coagulation syndrome 
here presented is perhaps also on the basis of an allergic 
mechanism. H and E x 1500. 


cated the presence of numerous areas of vascular oc- 
clusion of varying ages. Those in small arteries of the 
brain were recent with only small evidences of or- 
ganization. The cerebral infarct, however, appeared 
to be of a week or more duration with gitter cells 
in the infarcted areas as well as focal demyeliniza- 
tion. Small arteries in the kidneys, adrenals, pancreas, 
and heart were occluded by thrombotic material which 
was also of varying ages. Hyalin-like thrombi were 
also found occluding afferent arterioles in the kid- 
neys. Some small arteries, especially in the heart, had 
eccentric focal subendothelial nodular bulging of the 
wall into the lumen (Figure 6). Endothelial cells 
were prominent in these lesions. Corresponding to 
some occlusions all organs were recent and older in- 
farcts. The substance of the coronary occlusion seen 
grossly closely resembled the thrombi present on the 
aortic and mitral valves. Microscopic examination of 
the large myocardial infarct indicated coagulation 
necrosis and extensive infiltration with neutrophils. 

The question now presents as to the nature of the 
disease process seen here. Did the patient have two 
diseases, an occult carcinoma of the lung with some 
type of idiopathic non-bacterial verrucous endocardio- 
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sis; or were these two processes of neoplasia and 
thrombosis in fact related? One cannot scientifically 
prove either point, but there have been reported in 
the literature a number of cases of carcinomas which 
have been accompanied by what has been called mas- 
sive intravascular thrombosis, including the presence 
of non-bacterial verrucous endocardiosis.2-> One case 
of lung cancer has been reported with the presence 
of accompanying cryofibrinogens which were demon- 
strated using the patient’s plasma which was placed 
in the cold. The cryofibrinogens were precipitated in 
a manner similar to cryoglobulins. Because the pa- 
tient’s serum did not precipitate in the cold, the au- 
thors assumed the plasma precipitate to be an altered 
fibrinogen: cryofibrinogen. Fisher reported a car- 
cinoma of the stomach and a carcinoma of the lung 
with extensive intravascular thrombosis. In both of 
these cases the amount of cancer was larger than that 
which is seen here. He stated that the pathogenesis 
of these vascular lesions represented an immuno- 
allergic manifestation in which there was focal vas- 
cular damage due to allergic mechanisms with the 
deposition of fibrinoid material. He also indicated 
that vascular occlusions in larger arteries were prob- 
ably embolic, originating from non-bacterial ver- 
rucous endocardiosis. McKay presented similar argu- 
ments in his cases of carcinoma of the pancreas with 
metastases to the liver and carcinoma of the cervix 
with metastases to the liver and pelvic lymph nodes. 

Fisher maintained that the staining reactions of the 
non-bacterial verrucous endocardiosis, as well as the 
various vascular lesions, was not that of fibrin, but 
was fibrinoid. In more recent literature,® it has been 
shown that some fibrinoid is really nothing more 
than physically altered fibrin. Moreover, it often 
stains with fluorescent-labeled antibodies which have 
been produced against fibrin. The type of arteriolar 
occlusive lesions found here are also seen in the 
entity known as thrombotic thrombocytopenic pur- 
pura; and these also have been shown by Gitlin and 
others to be altered forms of fibrin, using the fluores- 
cent antibody labelling technique. 

In summary, the preponderance of evidence in this 
case points to an evolution of extensive intravascular 
thrombosis secondary to a small pulmonary carci- 
noma. Undoubtedly many of the vascular occlusions 
that were present also represented embolic phenom- 
ena from heart valve vegetations, as well as emboli 
to the lungs from leg and pelvic veins. 

While many of the clinical manifestations here, in- 
cluding the terminal cause of death, are easily at- 
tributable to vascular occlusions, many of the vague, 
painful, thoracic and upper extremity complaints 
which the patient exhibited remain specifically unex- 
plainable. Presumably they may have been caused by 
intermittent pulmonary emboli or periodic obstruc- 
tion to small arteries supplying peripheral nerves. 
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Dr. Delp: In retrospect there were clinically two 
outstanding features of this case. First, the patient 
certainly had a central nervous system lesion at the 
time he was admitted. Second, it seemed logical that 
this was a vascular lesion and fairly reasonable that 
embolization would have been suspected. We note, 
finally, that the patient died with myocardial infarc- 
tion. It becomes tempting to try to build the final -pic- 
ture on arteriosclerotic heart disease existing for a 
long period of time with embolization as secondary 
to this. Unfortunately we are not able to establish 
this clinically. We will have to accept the patholo- 
gist’s report because we were not much concerned 
about the heart at the time the patient was admitted 
or just before his admission. He did not have an elec- 
trocardiogram before his admission, and no tracing 
was made early in his hospital stay. That leaves a 
weak point in the final story. This is the second simi- 
lar case that we have presented here in two years, and 
it is an entity that disturbs me. I see absolutely no 
way that we could have recognized the presence of 
this carcinoma, and its relationship is greatly intrigu- 


ing. 
Pathological Anatomical Diagnosis 


Anaplastic carcinoma of the upper lobe of the 
right lung, with metastases to the kidney. 

Non-bacterial verrucous endocardiosis involving 
the mitral and aortic valves. ; 

Multiple fibrin emboli within small and medium- 
sized arteries of the kidney, liver, spleen, pancreas, 
adrenal gland, and brain; fibrin embolus occluding 
the anterior descending branch of the left coronary 
artery. 

Acute transmural infarct involving the anterior 
wall of the left ventricle and the anterior portion of 
the interventricular septum. 

Multiple partially organized thrombotic emboli in 
the major branches of the pulmonary artery, bilateral. 

Recent infarct of the lower lobe of the right lung. 
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WILBUR JANZEN, M.D., Fresno 


FAMILIAL POLYPOSIS OF THE colon is a distinct dis- 
ease characterized by the occurrence of numerous ade- 
nomatous polyps in the mucosa throughout the large 
intestine. These polyps generally appear during the 
first or second decades of life though McKenney ob- 
served the disease in a two-year-old baby. The condi- 
tion is inherited as a Mendelian dominant character- 
istic, is transmitted through and affects both sexes. 
Symptomatically the condition is difficult to differ- 
entiate from other large bowel abnormalities. Loose 
stools and rectal bleeding are the most commonly en- 
countered symptoms. The primary concern of this 
disease lies in its tendency to malignant changes and 
death from carcinoma of the colon or rectum at an 
early age. 

It is the purpose of this paper to review the litera- 
ture and discuss the disease in its entirety. The dis- 
cussion shall be divided categorically into: 1) His- 
torical review, 2) Hereditary basis, 3) Malignant 
tendencies, 4) Symptoms and diagnostic findings, 5) 
Current views on treatment, and 6) Presentation of 
three cases and their common family pedigree. 


History 


It appears that Menzel, in 1721, was the first to 
describe a case of diffuse polposis of the colon. This 
would date the disease back more than two centuries. 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a 
group judged to be best by the faculty at the school. Dr. 
Wilbur Janzen is now serving internship at the Fresno 
County General Hospital, Fresno, California. 


Familial Polyposis of the Colon 


Luschka, in 1861, reported a colon in a woman, 
age 30, as having contained thousands of polyps. 
Virchow is credited with having given the first accu- 
rate pathologic description of this disease in 1863. 
It remained for Harrison Cripps, some 20 years later, 
in 1882, to observe the disease in a brother and sis- 
ter. This was the earliest indication that the entity 
was of a hereditary and familial nature. The true 
genetic relationships were not known until the 1930's 
when Dukes, McKenney, and others presented their 
studies. Further studies by Guptil, Strohl and Pontius, 
and Dukes, have firmly established the fact that the 
tendency for the development of disseminated poly- 
posis of the colon is inherited as a simple dominant 
trait. The death of a 30-year-old woman from catci- 
noma of the colon shown to have developed from 
pre-existing polyposis, was first described by Hand- 
ford in 1890. The first successful sub-total colectomy 
and ileo-sigmoidostomy was carried out in three stages 
by Lilienthal in 1900. This was the first surgical 
treatment for polyposis. Three hundred eleven cases 
were reviewed by Schaffer in 1952 to further estab- 
lish the familial and malignant tendencies of this dis- 
ease involving the colon and rectum. 


Heredity 


Much work has been done in an attempt to trace 
the origin of the hereditary defect responsible for 
this disease. Polyposis apparently begins by a change 
of mutation in the genes of some individual who him- 
self is not afflicted, but passes it to his descendants. 
Familial polyposis of the colon is inherited as a Men- 
delian dominant or occasionally as a recessive char- 
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acteristic. In being inherited as a heterozygous, domi- 
nant, Mendelian characteristic, only an affected par- 
ent can transmit the disease, and then only to half 
the children. In other words, 50 per cent of the off- 
spring from the mating of a heterozygous person car- 
trying the dominant gene and a normal (homozygous 
recessive) individual will in theory have the disease. 
If the gene is dominant the disease will be found in 
every generation, but if the gene is recessive, the dis- 
ease will occur only when both parents carry the 
mutated genes. 

The hereditary transmission of the mutated gene 
shows no predilection for either sex. Reed and Neel 
in their studies on the genetic nature of familial poly- 
posis of the colon have estimated the minimum fre- 
quency at birth of individuals with the gene for poly- 
posis as 1.21 to 0.45 x 10-4 or one in 8,300 births. 


Polyposis Is Not Congenital 


The evidence therefore is fairly conclusive that 
polyposis is inherited but is not considered congenital, 
that is, the polyps are not present at birth. This is as 
opposed to similarly inherited diseases such as hemo- 
philia. The polyps generally have been found to de- 
velop at or about puberty, or later in life. Jacques 
and Le Fevre, however, have demonstrated the dis- 
ease in a four-month-old infant. Others have reported 
examining patients in their late thirties, or older, and 
finding the colon normal. On repeat examinations 
several years later these same cases were found to 
have typical signs of polyposis. Reasonably one might 
conclude, or at least assume, that there may be some 
difference in the mutant genes favoring the develop- 
ment of polyposis at different ages, but that generally 
the disease makes its preview at the time of puberty. 
This may partially explain the cases known to have 
polyposis in childhood as well as those past middle 
age. The average age of patients showing signs of 
familial polyposis is between 20 and 30 years, but, 
as mentioned, is occasionally seen beyond these age 
limits. 

Studying the genetics of this disease may involve 
many difficulties, a few of which perhaps are worth 
mentioning. For example, one or two generations ago 
and even occasionally today, when a member of a 
family died of cancer it was not a freely discussed 
matter. The early death of affected persons tends to 
result in a scattering of the family. Then too, affected 
persons often are quite young when their parents die 
of the disease, and therefore their knowledge of the 
family often is quite incomplete and inaccurate. These 
facts are responsible for many gaps in the histories 
obtained from various members of the family. The 
place and date of death so frequently is unknown and 
unobtainable by correspondence. 

Inasmuch as this is not a common disease, only a 
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small number of cases can be observed by any physi- 
cian in his lifetime. 

For approximately 50 years Utah sanctioned po- 
lygamous marriage via its unusual religious back- 
ground. This has provided unique families of great 
size as investigative material. Most fortunately, excel- 
lent genealogical records are obtainable from this 
source. 


Malignancy 

An occasional patient with polyposis will meet 
death secondary to hemorrhage. Others may die from 
intussusception, still others from perforation and 
sepsis, etc. By far the most significant cause of death, 
however, is adenocarcinoma of the colon and rectum, 
and so constitutes the most dangerous complication of 
this disease. 

Concerning polyps of the colon in the broadest 
sense, Swinton and Doane report that by microscopic 
evidence of autopsied material, 14 per cent of all car- 
cinomas of the colon arise from benign polyps. Buie, 
in contrast, reports that only 4.6 per cent of patients 
with solitary polyps of the rectum subsequently de- 
veloped carcinoma. Morton feels that the greatest 
part of the polypoid lesions of the colon and rectum 
will become malignant if allowed to remain “‘in situ.” 
One can conclude that a polyp should be considered 
a true tumor and must be considered pre-cancerous. 

As concerns the familial polyposis specifically dealt 
with in this paper, most authors are of agreed opin- 
ion that the polyps in their course of development 
become carcinoma in a high proportion of cases. 

Taking the malignant potential as pointed out 
above for solitary polyps and multiplying this times 
the thousands of polyps present in familial polyposis 
can only lead one reasonably to the early conclusion 
that this disease is the most dangerous precursor of 
carcinoma known to medical practice today. 

The exact statistical analysis, percentage-wise, as 
to how many patients with familial polyposis and 
without treatment develop carcinoma is not complete- 
ly known. The reason for this is that the period of 
observation of these patients frequently is too short 
and the cases too few to acquire an accurate estimate. 
Many are of the opinion that 100 per cent of all pa- 
tients with familial polyposis will, if untreated, ulti- 
mately develop cancer. 

Doering reports that of 50 cases of polyposis stud- 
ied, 36 were followed long enough to determine the 
cause of death. Of these only 21 died of cancer. 
Hullsiek found that of 127 patients only 36 per cent 
developed carcinoma. Dr. Cuthbert Dukes has fol- 
lowed the course of this disease at St. Mark’s Hos- 
pital for many years, and has reviewed 156 cases and 
shown quite convincingly that malignancy develops 
in one or more polyps with grim punctuality, 10 to 15: 
years after the first symptoms of polyposis. He feels 
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the expected life of an affected person is only 41.6 
years. The incidence, therefore, may or may not al- 
ways be 100 per cent, but significant enough to war- 
rant definitive treatment in all cases. It would appear 
from the literature that the rate of growth and the 
tendency to undergo malignant change vary from 
family to family, but that in general the earlier the 
disease occurs, the more rapid its course, while after 
middle age the polyps develop more slowly. It is a 
common finding in the literature on this disease to 
note that most of the living patients with familial 
polyposis who have not been treated are under the 
age of 30 years. Most of those over 30 either die or 
are proven cases of carcinoma. 


Duration of Symptoms Average 
Three to Four Years 


It has been pointed out by Schaffer that the aver- 
age duration of symptoms as known in 28 cases was 
three to four years. Exact age data were kept on 80 
of his cases. The average age was 28.9 years with 
deviations to the extreme of two years and 61 years. 
He reports that the patients with familial polyposis 
who were alive and without malignancy were all un- 
der 30 years with one exception, and states that the 
critical period is from 20 years on, with a presumed 
turning point to malignancy at about 25 years of age. 

Neel, Bolt, and Pollard feel that because of the 
wide variation in the age at which malignant de- 
generation first appears, any person with polyposis 
above the age of 25 years is clearly within the danger 
zone and that 12.5 per cent of their series of patients 
actually developed malignancy below that age. This 
automatically leads one to conclude that the closer 
our patient with familial polyposis becomes to the 
age of 30 before any treatment is instigated, the 
greater are his chances of developing carcinoma, and 
hence the smaller are his chances for a cure. 


A Benign Disease 


In summary then, familial polyposis of the colon 
technically is originally a benign disease. In nearly 
all cases, however, Brasher reports that ‘‘a careful 
histological search throughout the colon and rectum 
will show areas of great epithelial hyperplasia, which 
although there is no invasion or gross irregularity of 
cell architecture, can be but a short step from frank 
carcinoma.”’ These proliferating cells of the mucosa 
are therefore precancerous and the finding of adeno- 
carcinoma of the colon and rectum is so common that 
polyposis should always be clinically considered as a 
malignant disease and be treated accordingly. 


Symptoms and Diagnosis 


Many and varied symptoms and signs have been 
described in patients with familial polyposis of the 


colon. There appears to be no single symptom or 
symptom-complex however, which can be considered 
pathognomonic of the disease, especially in its early 
and operable stages. Most commonly the patients give 
a long history of recurrent episodes of abdominal 
discomfort associated with cramps and bloody diar- 
thea. Some only complain of periodic griping lower 
abdominal pain with mucous and blood-streaked 
stools. The diarrhea has been stated to be the earliest 
symptom of the disease and at the onset may be 
slight, amounting to little more than a soft consist- 
ency of the feces. This symptom progresses so in- 
sidiously that the patient considers it normal for him 
to have more frequent bowel movements than others. 
The diarrhea increases with time and interferes with 
the daily life of the patient. The patient takes greater 
note of the hemorrhage and mucous discharge from 
the polyps than the diarrhea experienced and these 
symptoms are not so easily disregarded. Unfortunate- 
ly, too often this is a late manifestation of the disease 
process and the complications to be described later, 
namely the malignant change will have already taken 
its course. 

Anemia and weight loss are frequently associated 
findings and generalized weakness is another com- 
mon complaint. Intestinal obstruction, partial or com- 
plete, occurs occasionally from enlargement of the 
polyps or the development of obstructing carcinoma. 
There appear to actually be few cases who do not 
have some of these mentioned signs and symptoms if 
they are known to have familial polyposis of the 
colon. 

In 63 patients with familial polyposis treated at the 
University of Michigan, Floth, Odell, and Collen re- 
port that 82 per cent had symptoms referable to the 
large bowel at the time the diagnosis of polyposis 
was established. The symptoms had a duration rang- 
ing from a few months to 22 years. The most com- 
mon symptoms in this series were diarrhea or loose 
bowel movements, abdominal cramps, and blood in 
the stools. 

Needless to say the symptoms of familial polyposis 
vary in different patients. Some have only mild symp- 
toms, whereas others have the severe bloody diarrhea, 
malnutrition, abdominal pain and tenesmus as men- 
tioned. Occasionally the first indications of the dis- 
ease arises from a carcinoma superimposed upon the 
polyposis. It is in these cases that pain and disten- 
tion from colonic obstruction are seen. 

The physical findings are generally within normal 
limits in affected individuals. The only suggestive 
sign is discovered on digital examination of the rec- 
tum. However, the growths may be so small or so 
few in number as to be undetectable digitally making 
sigmoidoscopy and air contrast studies a “must” to 
visualize the numerous polyps of various size. 
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Abnormal Pigmentation of Lips Seen 


It should be mentioned at this point that many 
articles have reviewed in extensive detail the syn- 
drome of disseminated polyposis of the gastro-intes- 
tinal tract accompanied by abnormal pigmentation of 
the lips and buccal mucosa and, more rarely, of the 
skin about the mouth and fingers and toes. Familial 
polyposis of the colon should therefore be clearly 
differentiated from the congenital polyposis affecting 
the whole gastro-intestinal tract, which is frequently 
accompanied by skin manifestations. Peutz is credited 
with having described the syndrome of melanosis of 
the oral mucous membranes with polyposis of the in- 
testine, while Jeghers and associates observed melano- 
sis of both the oral mucosa and digits in association 
with the same intestinal polyposis—again not familial 
polyposis of the colon. This entity therefore will not 
be further pursued as concerns this paper. A finding 
recently described by Oldfield is that of multiple 
sebaceous cysts in combination with colonic polyposis. 
Soft and hard tissue tumors have been described as 
definitely associated with familial polyposis of the 
colon by Le Berge, Sauer, and Mayo. They feel that 
when such are found on physical examination, a pa- 
tient should have proctoscopy and roentgen exam of 
the colon to rule out familial polyposis. Further re- 
search appears necessary to accurately evaluate the sig- 
nificance of these new findings. 

Diagnosis has already been casually mentioned. 
More specifically however, it must be said that digital 
examination should be followed by rectosigmoid- 
oscopic examination. On visualization of the lesions 
a biopsy may be obtained from suspicious areas and 
histologically examined. Roentgenologic examination 
of the colon is of equal diagnostic importance. Using 
the modification of the double-contrast method as de- 
scribed by Weber, demonstration of the polypoid le- 
sions can be clearly carried out. These two proced- 
ures can establish the diagnosis with nearly 100 per 
cent accuracy. 


In summary then, this disease first requires a suspi- 


cion of its presence. A history and physical examina- 
tion is of importance followed by sigmoidoscopy, 
hematocrit, and stool guaiac tests. Barium enema with 
air contrast studies are then to be offered to all pa- 
tients positive for polyps on sigmoidoscopy. 


Treatment 


When malignancy has been established in a case 
of intestinal polyposis, early and radical treatment 
must be carried out. In cases of advanced polyposis 
without clinical carcinoma treatment cannot be de- 
layed. It is the early case most often found when 
screening an affected family, that raises the problem 
of not only what treatment to advise, but when it 
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should be carried out. Schaffer hopefully states that 
the ideal time of treatment is before the symptoms 
have started, which is a rare opportunity unless 
screening measures are taken in members of affected 
families. He feels that all patients with familial poly- 
posis should be examined as soon as the condition is 
diagnosed in a parent. Today it appears that the best 
treatment for prevention of the inevitable malignant 
changes in the polyps is surgical excision of all of 
the affected large bowel. 

It is indeed a drastic measure to remove the entire 
colon and rectum in a young and healthy-appearing 
individual, leaving him with a permanent ileostomy. 
This is especially so when none of the lesions are 
malignant by all criteria of present day determination. 

Therefore it has become a reasonable practice by 
many surgeons to anastomose the terminal ileum to 
the rectum or sigmoid after colectomy, having cleared 
the rectum and lower sigmoid of any polyps by ful- 
guration through a sigmoidoscope. It has been found 
that removal of the polyps before colectomy is more 
feasible than after same because of the interference 
of the ileal contents with good visualization of the 
rectal mucosa after anastomosis. This anastomosis be- 
tween the ileum and rectum must be low enough to 
be within reach of a sigmoidoscope. Another advan- 
tage of the ileo-sigmoidal and high ileo-rectal anas- 
tomosis is that it is easier to perform and bowel func- 
tion is less impaired post-operatively. The disadvan- 
tages are the large area of remaining mucosa from 
which new tumors may develop, as well as the greater 
difficulty in the fulguration process. 

Following this treatment the patient must return 
regularly at least every six months for sigmoidoscopic 
examination and concurrent fulguration of any new 
polyps for the rest of the patient's life. Unfortunately 
many patients will, for a variety of reasons, fail to 
cooperate by not having these proper proctoscopic 
examinations. 


An Advantage of Subtotal Colectomy 


The advantages of subtotal colectomy with ileo- 
sigmoidostomy or ileo-proctostomy lies in the fact 
that with retention of sphincteric control, fewer stools 
are found per day and nutritional problems, are few 
as opposed to the situation in ileostomy. Not enough 
evidence has been published to prove that this step 
will prevent the development of rectal carcinoma, 
but the preservation of normal bowel function makes 
this procedure justifiable over a permanent ileostomy. 
Polumbo and Rugtiv conclude that many patients re- 
quiring colectomy can withstand a one-stage pro- 
cedure with or without a preliminary ileostomy bet- 
ter than they could a multiple staged operation, which 
has frequently been the accepted surgical practice in 
this operation. 
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Polyps Are Often Numerous 


In cases of more severe nature the polyps may be 
so numerous in the rectal area that complete fulgura- 
tion leaves the mucosa so scarred or stenotic, that im- 
paired function results. Two more radical procedures 
are then open for consideration. One is complete 
colectomy with peritoneal excision of the rectum leav- 
ing an abdominal ileostomy. Many patients will post- 
pone this procedure until a malignancy develops and 
often then it is too late. Total recto-colectomy with 
an abdominal ileostomy has the advantage of remov- 
ing all of the potentially malignant colonic tissue and 
is easier to perform from a surgical standpoint. The 
disadvantages of a higher mortality rate, malnutri- 
tion, and the severe discomfort of living with an 
ileostomy make for a thoroughly unpleasant post- 
Operative course in many patients. Although care is 
exercised many patients with an ileostomy have skin 
excoriation and stomal obstruction around their ileos- 
tomies to add to their difficulties. 

Ravich and Sabiston have recently advocated the 
other alternative, that is of doing a complete colec- 
tomy followed by ileo-proctostomy. The procedure 
here is to remove the rectal wall, and thereupon 
anastomosing the ileum to the anal mucosa after pull- 
ing it through the muscular rectal tube. Carlson and 
Novacovich report against this procedure and say 
that in three patients on whom colectomy and anal 
ileostomy were performed, two had a difficult, pro- 
longed post-operative course and still had involun- 
tary stools at night 18 months after the procedure. 
The third patient later had an abdominal ileostomy as 
a second procedure because the anal-ileostomy was not 
compatible with the patient’s existence. A fourth case 
also was reported a failure. 

Goligher also reported two cases which led to bad 
results using the Ravitch operation. It would appear 
that a well controlled ileostomy may be superior to 
the uncontrolled diarrhea which may result if sphinc- 
ter control is lost in this procedure. It is argued that 
if the anal-ileostomy is not successful all is not lost 
and a permanent ileostomy may still be done. The 
disadvantage to this, however, is that another major 
surgical procedure is necessary and more ileum is 
lost, frequently resulting in poorer nutritional bal- 
ance and a poorly controlled ileostomy. Theoretically 
this is an advantageous operation and affords assur- 
ance that all the mucosa with malignant potential has 
been removed, but not enough evidence appears in 
print to fully establish whether this anal-ileostomy 
offers enough preservation of the sphincteric mecha- 
nism for a normal livelihood. Another procedure of 
possible promise has been described by Aylett, where- 
in the ileum is anastomosed to the distal rectum by 
a combined abdominal-peritoneal approach leaving 


3 


about one centimeter of rectal mucosa intact. In his 
reported case, complete continence was maintained 
but further statistics on this procedure are not avail- 
able at this time. 

Although prophylactic colectomy may seem desir- 
ous in all cases of patients having the disease in its 
progressive state, there is still a definite mortality in- 
curred in the performance of the operation. 


An Advantage of Colectomy 


An advantage of colectomy in youth is that the 
surgery is carried out when the patient is most physi- 
cally fit and before a career has been started. Adults 
with careers tend to postpone treatment and tolerate 
prolonged observation poorly. Thereupon, the risk 
of malignant change, as has been mentioned earlier, 
increases with every year of adult life that the opera- 
tion is postponed. The age incidence has already been 
discussed, but it can be mentioned again that this fac- 
tor plus the severity and duration of the patient’s 
symptoms, and the severity of the polyposis all help 
to reach some tentative age at which malignant 
change may be anticipated. 

Other factors to be considered are that a barium 
enema will not show malignancy in the early stage 
and the malignancy in the colon may be far more ad- 
vanced than determinable by sigmoidoscopic exami- 
nation, 7.e., the mucosa seen may not be at all repre- 
sentative of the polyposis in the colon. 

A few words should be said regarding the value of 
sterilization as a concomitant procedure at the time 
of colectomy. We have pointed out the Mendelian 
dominance and the malignant degeneration of this 
disease. It approaches the ultimate in preventive med- 
icine and the full responsibility of every physician to 
recommend such sterilization measures in all affected 
individuals. 

In conclusion regarding treatment of this disease, 
it may be said that the ideal treatment, from a ma- 
lignancy standpoint, is colectomy including the rec- 
tum, with the establishment of a permanent ileos- 
tomy. Due to the disadvantages encountered, how- 
ever, a less radical procedure may be considered in 
selected cases, consisting of a sub-total colectomy with 
ileo-rectosigmoidostomy preserving the bowel conti- 
nuity. Consideration for this procedure should be 
given only when: 1) the polyps in the rectal area are 
few enough to be removed safely by fulguration be- 
fore colectomy, 2) there is no carcinoma in the rec- 
tosigmoid or rectum, and 3) the patient can be con- 
sidered cooperative and willing to’ return regularly 
for sigmoidoscopic examination and fulguration of 
any new polyps. The anastomosis should be low 
enough to see same and all the remaining rectum by 
sigmoidoscopy. 
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Case Report No. 1 


Mrs. A. Z., a 24-year-old white housewife, was 
first seen in this hospital on March 5, 1956, giving a 
history of recurrent episodes of bloody stools and 
constipation of four years duration, especially more 
severe the last nine months. She was seen elsewhere 
several times at six month intervals and was told she 
had “hemorrhoids,” accounting for her symptoms. 
Barium enema, done at another hospital prior to en- 
trance here, revealed polyposis. 

A large and extensive history of polyposis in this 
patient’s family has been compiled and is included 
in this paper. The patient stated that prior to the 
discovery of the familial nature of this disease, ‘four 
or five of the maternal uncles and aunts would die 
each year of cancer of the colon.” Further elabora- 
tion shall be deferred and included in the pedigree 
which follows. 

The patient gave an additional complaint of a non- 
tender mass in her left breast. 

The past medical history was essentially irrelevant. 
The patient had had a subtotal right oophorectomy 
and appendectomy in 1950. 

The physical examination was significant only in 
that a fibrosed ‘“‘hematoma-like” mass was noted over 
the left tibia. Laboratory studies and x-rays were 
within normal limits. The hemoglobin was 13.7 
grams. The barium enema films are presented in this 
paper and reveal the multiple small polyps of the 
colon. The cecum as well as the descending colon 
appear involved. 

Sigmoidoscopy was done with visualization of 
many polyps up to 28 cms. in depth. All of the 
polyps were sessile except one, the most distal of 
them all: Generally many were described as looking 
like ‘‘tapioca seeds.” 

Hospital course: On March 8, 1956, under nitrous 
oxide, pentothal anectine anesthesia, and with local 
infiltration of the abdominal wall using Novocaine, 
a subtotal colectomy was done with preservation of 
only the rectum with an end-to-side ileo-proctostomy. 

The patient was advised to have tubal ligation in 
view of the familial nature of the disease, but she 
decided against same at this time. 

She tolerated the procedure quite well although for 
approximately eight days she had prominent diarrhea 
which slowly improved with the administration of 
paregoric, low residue diet, and a bit of “‘psycho- 
therapy.” 

A gastrostomy was done for decompression elimi- 
nating use of a Levine tube. This was removed with- 
out complications on the eighth postoperative day 
and the patient was discharged on the 12th postopera- 
tive day. Arrangements were made for following the 
patient at frequent intervals for observation as to the 


possible recurrence of any polyps in the remaining 
rectal tissue. 
The follow-up visits are here enumerated : 


April 19, 1956: Patient is having 10 to 15 bowel- 
movements per day. Some peri-anal excoriation is 
noted and controlled with ointment. Sigmoidos- 
copy: Anastomosis seen at three to four inches. 
Six small rectal polyps two to three mm. in size 
were fulgurated. 

May 14, 1956: Patient is having 10 to 12 bowel- 
movements per day. Diet includes everything ex- 
cept raw fruit. Weight: 110 pounds (three pounds 
less than preoperative weight). Sigmoidoscopy: To 
12 inches. One polyp seen and fulgurated. 

July 16, 1956: Patient is having seven bowel move- 
ments per day. No bleeding. Eats everything. 
Weight: 114 pounds (one pound over preopera- 
tive weight). Sigmoidoscopy: Negative. 

January 17, 1957: Patient having five to seven bowel 
movements per day. Well formed stools. Eats 
everything. Taking calcium and vitamins which 
tends to reduce bowel movement frequency to four 
per day. No bleeding or rectal complaints. Sig- 
moidoscopy: Negative. Anastomosis seen at 12 to 
15 cm. 

October 23, 1957: Admitted for external and inter- 
nal hemorrhoids. Patient is having bright red 
bleeding with bowel movements. Same surgically 
corrected. Sigmoidoscopy: Negative to 25 cm. 

March 31, 1958: Stools well formed. Having com- 
plaints of right upper quadrant pain. Gallbladder 
visualization: Many cholesterol stones seen. 

April 24, 1958: Cholecystectomy and transection of 
Fallopian tubes performed. 

May 26, 1958: Asymptomatic. Gain of six pounds 
from preoperative weight. Eats everything. Sig- 
moidoscopy: Negative. 

August 25, 1958: Asymptomatic. Sigmoidoscopy: 
Negative. To return in six months. 


Case Report No. 2 


Mrs. M. S., a 23-year-old white housewife was ad- 
mitted to the University of Kansas Medical Center on 
November 8, 1952 with the chief complaint of rectal 
bleeding of six months duration and a tendency to 
anemia and weakness for several years. These symp- 
toms previously had been attributed to hemorrhoids. 
Three weeks prior to admission, the patient had had 
a ‘‘check-up” by her local physician because her sister 
age 29 had surgery for an ovarian abscess and was 
found to have polyps of the colon with massive ma- 
lignancy and widespread metastasis. The sister died 
about a year later. 

The patient’s past history and physical examination 
revealed only that she had always had heavy men- 
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strual flow for seven to eight days and that she ap- 
peared as a thin, nervous individual. The hemoglobin 
was 11.8 grams. All other laboratory studies were 
within normal limits. 

Sigmoidoscopic examination and barium enema 
revealed many polyps ranging from one to 10 mm. in 
diameter. The larger polyps (six to 10 mm. size) 
were noted 13 to 15 cms. in depth and beyond while 
the smaller polyps were seen from zero to 12 cms. 
These were removed on November 14, 1952 by ful- 
guration through the sigmcidoscope to 26 centi- 
meters. 

On November 24, 1952 a subtotal colectomy and 
ileo-proctostomy was done in a single stage opera- 
tion. Her postoperative course was uneventful and 
she was discharged on the eleventh postoperative day. 
The pathologists reported the specimen as: Multiple 
polyposis of the colon with adenocarcinoma of the 
descending colon. Twenty lymph nodes were ex- 
amined and were without evidence of carcinoma. 

Follow-up visits: 


March 18, 1953: Has had diarrhea on two to three 
occasions but well tolerated. Eating well and 
gained fifteen pounds since surgery. Occasional 
right upper quadrant sharp pain and diagnosed by 
local physician as gallbladder attacks. Sigmoidos- 
copy: Negative to 20 cms. depth. 

July 29, 1953: Patient doing well. Instructed on 
high calorie, high protein diet. Sigmoidoscopy: 
Negative to 25 cms. depth. 

February 16, 1954: Asymptomatic but “‘loose stools 
with eggs, whole milk, and fats.” Weight stable. 
A hard, moveable, non-tender “lump” measuring 
three-fourths by two inches is noted approximately 
two inches to the left of patient’s umbilicus. Sig- 
moidoscopy: Negative to 25 cms. 

November 8, 1954: Pt. asymptomatic. Sigmoidos- 
copy: Negative to 25 cms. depth. 

February 18, 1957: Has six bowel movements every 
day of normal consistency. No bleeding. Eats ev- 
erything. Weight stable at 92 pounds (801/, 
pounds at surgery on November 24, 1952). A 
hard mass slightly to the left of the old operative 
incision and now about seven to eight cms. diame- 
ter is noted. Impression is that of metastatic carci- 
noma. Sigmoidoscopic examination and barium 
enema both negative. Patient is advised to remain 
in the hospital for excision of above described tu- 
mor and also undergo an exploratory laparotomy. 

February 18, 1957: Second K.U.M.C. hospital ad- 
mission. Same mass now described as egg shaped 
and egg sized and in the region of the left upper 
rectus muscle. It is easily movable, non-tender, and 
does not cause retraction in the skin. On February 
20, 1957, under general endotracheal anesthesia, a 
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wide excision of the mass and the attached ab- 
dominal wall structures was performed. At the 
same exploration, there was found to be no evi- 
dence of recurrent carcinoma, however there was 
a hard irregular nodular tumor at the lower end 
of the mesentery of the small bowel in the region 
of the previous ileo-proctostomy. This mass was 
found to involve the right ureter which was di- 
iated. Biopsies taken of the mass in the mesentery 
revealed it to consist merely of fibroplasia and 
biopsy taken of the abdominal wall mass revealed 
a desmoid tumor. The right ureter was freed up 
from the fibrotic mass and the abdominal wall 
closed under tension and with considerable diffi- 
culty because of the large defect. The patient toler- 
ated this procedure well but during the evening of 
the day of surgery, she developed signs of increas- 
ing blood loss and was again taken to the operat- 
ing room where exploratory laparotomy revealed 
a hemoperitoneum of approximately 2500 cc. of 
blood. Control of bleeding was affected by ligature 
of several bleeding sites and the abdomen closed. 
The postoperative course following this second 
procedure was complicated by retention of tracheal 
secretions and tracheal suction and intercostal nerve 
blocks had to be resorted to. Following this, the 


patient developed an intermittent daily afternoon. 


fever and was thought to have an intraabdominal 
abscess or urinary tract infection. With antibiotics 
this febrile reaction subsided and the patient was 
discharged on March 9, 1957. 

Final diagnosis: Fibroma (desmoid) of left rectus 
abdominus. Fibroma of mesentery of small intes- 
tine. Thecoma of left ovary (benign). Intraperi- 
toneal hemorrhage. 

Operation: Abdominal exploration. Left oophorec- 
tomy. Right ureterolysis. Excision of desmoid tu- 
mor of left rectus muscle. 

Second operation: Abdominal laparotomy with con- 
trol of hemorrhage. 

April 15, 1957: Having three to four bowel move- 
ments per day, which were well-formed, however. 
One episode of sharp right upper quadrant pain. 
Is gaining weight and is feeling well. Sigmoid- 
oscopy: Negative. 

November 22, 1957: Six tapioca-seed-like polyps re- 
moved by fulguration. Not malignant. No com- 
plaints. 

August 4, 1958: Asymptomatic. Five, one to two 
mm. adenomatous polyps removed near anastomo- 
sis. Not malignant. To return in six months. 
Barium enema unsatisfactory. To be repeated. 


Case Report No. 3 


Mr. A. C. was a 22-year-old white man who en- 
tered this hospital as his first admission on May 17, 
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1956 complaining of occasional bright red blood in 
his stools for two years. No other gastrointestinal 
complaints. 

Past history revealed that the patient had had an 
appendectomy in 1951. 


Physical examination revealed a well-developed, 
well nourished white male. All findings normal. Lab- 
oratory studies were reported as normal. The patient 
had a hemoglobin of 16.5 grams. Sigmoidoscopic 
examination revealed multiple small tapioca-seed-like 
polyps in the rectosigmoid to 22 cms. in depth. 

On May 19, 1956, under cyclopropane, ether, cu- 
rare, anectine anesthesia, a subtotal colectomy was 
done with end-to-end ileo-sigmoidostomy. A gastros- 
tomy was used for decompression. Postoperatively 
the patient did relatively well and was afebrile on 
the third postoperative day and was discharged on 
May 27, 1956 to be followed in the outpatient clinic. 

Follow-up visits: 


June 25, 1956: Did not keep appointment. 

July 6, 1956: Patient returns feeling fine. Having 
four to six formed stools per day. Sigmoidoscopy 
reveals an equivocal polyp at the site of anastomo- 
sis but otherwise is negative. 

July 28, 1958: Patient has had upper abdominal pain 
with nausea and vomiting, also melena and hema- 
temesis. Diagnosis of peptic ulcer entertained and 
advised to have upper gastrointestinal roentgeno- 
logical studies. Is having five to six stools per day. 
No diarrhea or bright red blood. Sigmoidoscopy: 
Three small one to two mm. polyps noted at about 
15 centimeters depth. Same removed by fulgura- 
tion. 


Summary 


Three members of one family having familial mul- 
tiple polyposis of the colon are presented, and a pedi- 
gree of their large family is included. The Mendelian 


Industrial Doctor 


dominant characteristic is in evidence in the more 
complete family histories. It is important to note the 
early age at which individuals in generation II died, 
presumably on the basis of malignant changes in the 
disease process. A sibling to our cases had wide- 
spread malignancy secondary to polyposis and died 
of same at the age of 30 years. There appears to be 
no predilection for either sex in our study. It will be 
noted that no cases of polyposis have as yet appeared 
in generations IV and V. This is obviously explained 
by the young age of these individuals and the lack of 
case studies due to their asymptomatic state. We can 
predict with fair accuracy the approximate number of 
cases who will develop the disease. The family in 
our study is indeed quite prolific and points out the 
obvious need for sterilization in all affected indi- 
viduals. 

It is noteworthy to re-emphasize Oldfields’ findings 
of sebaceous cysts and La Berge’s et al. reports of soft 
and hard tissue tumors and their apparent association 
with this disease. Case No. 1 had such a tumor, ini- 
tially described as a “‘fibrosed hematoma-like eleva- 
tion” over her left tibia on physical examination. On 
cut section, at the time of surgery on April 15, 1958 
when it was removed, it was described as giving the 
appearance of a “sebaceous cyst” and measured ap- 
proximately two centimeters in diameter. Microscopic 
examination of this tissue was reported as that of an 
epidermal cyst. Case No. 2 had a tumor removed 
from the rectus abdominus muscle and another from 
the small bowel mesentery. These were described as 
fibromas or desmoids. 

The physician should not be influenced by the 
young age of the patient nor by the symptoms pres- 
ent, but only by the POSITIVE EVIDENCE OF 
MULTIPLE POLYPOSIS and the ability of the pa- 
tient to withstand a colectomy. 


Editor's Note: References may be obtained by writing the 
JOURNAL OF THE KANSAS MEDICAL SocIETY, 315 W. 4th 
Street, Topeka, Kansas. 


Industrial medicine is growing medical specialty. 

A publication reports that over a 25-year period the number of physicians engaged 
in industrial medicine full-time increased more than five-fold—from 232 in 1934 to 
1,247 in 1958. In addition, during this same period, there was an increase of close to 
25 per cent in physicians working in this field part-time. 

The vast majority of business enterprises have less than 500 employees, and therefore 
can seldom afford facilities or personnel for industrial health programs. Medical care for 
these industrial workers is provided most often by general practitioners. 

A poll by the American Academy of General Practice some years ago indicated that 
93 per cent of its members have some direct or indirect responsibility for medical care of 
patients with diseases of occupational origin. 
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The President's Message 


Dear Doctor: 

After arriving home from the Hutchinson Meeting of the 
Kansas Medical Society, although I had written an article 
for the June issue of the JouRNAL, I felt that the Hutchinson 
Meeting deserved comment and that the other article could 
certainly be dispensed with until a later date. 

Inasmuch as the format of this meeting was different 
from those in the past, by reason of not having any 
commercial or scientific exhibits, I will be very interested 
in the comments of the Society. Next year, the format will 
be a little different so that a comparison can be made and 
from this, we hope we can arrive at a format which will 
make everyone desirous of attending. 

I am sure Doctor Peters will have no objection to my 
restating that this meeting was a huge success and that 
everyone owes a note of thanks to the Reno County Medical 
Society—especially to the fine group of doctors’ wives who 
put on such an entertaining program for the members of 
the Auxiliary. 

This seemed to me to be a fitting climax and a tribute to 
the highly successful year of accomplishments of our President 


in 1959 and 1960, Dr. Glenn R. Peters. 
Cordially Yours, 


President 
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Maternal Mortality 


A 27-year-old white gravida VI para V died following delivery of a normal nine 
pound, four ounce infant. The cause of death being listed as “shock following adrenal 
collapse due to polyhydramnios with amniotic emboli to the lungs, uterine atony, and 
bleeding.” 

History disclosed five previous deliveries without incident other than excessive weight 
gain with the two preceding. There had been no other illnesses of note. 

The final pregnancy was marked by excessive weight gain of 50 pounds despite diet 
instruction and salt restriction. Hospitalization in the seventh month was advised for 
purposes of diet stabilization, but it was refused. Fetal heart tones were inaudible during 
the last six weeks because of increasing polyhydramnios. Slight vaginal bleeding oc- 
curred in the seventh month. Some prolonged headaches occurred during the last months 
and mild to moderate edema developed at the last month. An infected area with a 
watery discharge appeared on the left ankle a few days before admission to the hos- 
pital and Chloromycetin® was prescribed. Otherwise the prenatal course was not re- 
markable. 

The patient was admitted in early labor with mild contractions and one centimeter 
dilatation of the cervix which was about 50 per cent effaced. The fetal heart was audible 
at 150 per minute. Pitocin, one milligram, was given intramuscularly 14 hours after ad- 
mission. The membranes ruptured spontaneously a few hours later, and a normal 
spontaneous delivery followed under Xylocaine® pudendal block. Ergotrate® was ad- 
ministered both before and after simple expression of the placenta. Following repair 
of a perineal laceration, the patient was taken to her room apparently in good condition. 

Some 31/, hours after delivery, the patient suddenly developed a high temperature, 
shock without apparent blood loss, and a blushing-type rash. Efforts to combat the shock 
included Synkamin®, Solu-Cortef®, seven units of blood, one unit of fibrinogen, 
Dextran®, Methergine®, and intravenous glucose. Consultation was obtained during this 
time and a second consultant was called some 15 hours after delivery. During that time 
there had been no improvement. Immediate hysterectomy was advised and carried out. 
It was noted that the uterus was flabby and that bleeding was more obvious at that 
time. Cloudy peritoneal fluid was encountered and cultured, subsequently showing 
gtowth of hemolytic streptococci. 

In addition to the efforts to combat shock, the patient was given penicillin, 1,200,000 
units every six hours and intravenous and intramuscular Achromycin®. Death came about 
33 hours after delivery during which time urinary output was 250 cc. It was subsequently 
found that of the chloromycetin capsules prescribed for the ankle infection only two had 
been taken. 


Committee Option 

It was felt that the primary cause of shock, an overwhelming septicemia, was missed 
and that the outcome could have been altered only by the use of heroic doses of anti- 
biotics in addition to the measures utilized. Since the most likely source of such infection 
was from the ankle infection, there was a definite element of patient neglect in her 
failure to pursue this treatment. 


Classification 
Maternal death, indirect obstetric, avoidable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 
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Keliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: R. E. McCurdy, Rep. ; 
2933 W. 43rd St. Tel. Yellowstone 2-8929 


(If no answer call Logan 1-1498) 


Planning Ahead For 
Your New Clinic |. 


One of the first decisions in a ee of your new clinic or office building will be 
location. You'll find the trend today is away from downtown congestion to a quiet area 
with a pleasant atmosphere and plenty of room for parking. 


Also important is finding the financing you may need for its construction. Because of 
the importance of experience and reliability in financing, we suggest you consult the 
Mortgage Loan Department of Farmers & Bankers Life. During the past twenty years, 
numerous doctors throughout the state have obtained first mortgage loans from us for 
construction of their new clinic and medical practice buildings. We shall welcome the 


opportunity to take part in your planning also. 


Farmers & Bankers Life 


‘ Mortgage Loan Department 
INSURANCE COMPANY ¢ HOME OFFICE, WICHITA 
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control the tens 


meprobamate with PATHILON® tridihexethyl chloride Lederle 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-toler- 
ated therapeutic agents: 
meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; 
intestinal colic; spastic and irritable colon; ileitis; esophageal spasm; 
anxiety neurosis with gastrointestinal symptoms and gastric hypermotility. 


Two dosage strengths — PATHIBAMATE-400 and PATHIBAMATE- 200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.|. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: pATHIBAMATE-400 — Each tablet (yellow, 1/2-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE-200 — Each tablet (yellow, coated) contains mep- 
robamate, 200 mg.; PATHILON tridihexethyl chloride, 25 mg. 

Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200—1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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ALCOHOLISM 


A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 
To detoxify the system; 


To restore the fluid electrolyte bal- 
ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


TH F R AL Py CLI NI The Ralph Clinic (in its 64th year) 
C is in the advance of every phase of 

the treatment of It in- 

529 HIGHLAND AVENUE « KANSAS CITY 6, MISSOURI vites consultation with you con- 
cerning your patients with prob- 


Telephone VI. 2-3622 lems of excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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Editorial 
COMMENT 


A Kansas surgeon performed a radical mastectomy 
and subsequently recommended irradiation therapy. 
A Kansas radiologist administered cobalt irradiation. 
The patient subsequently sued the hospital and the 
radiologist for resulting burns. The district court 
jury where trial was held found in favor of the de- 
fending physician, whereupon the plaintiff appealed 
to the Kansas Supreme Court. : 

On April 9, 1960, The Kansas Supreme Court 
filed an opinion reversing the district court and di- 
rected that a new trial should be granted. Two jus- 
tices, C. J. Parker and J. Price dissented in this 
opinion. 

The Supreme Court lists six points in the syllabus 
of which one appears to The Kansas Medical Society 
to have such far-reaching effect upon the practice of 
medicine in this state, that on May 4, 1960, the 
Council employed Mr. Kirke W. Dale to request per- 
mission to file an amicus curiae brief in an effect to 
have this portion of the syllabus set aside or amended. 

From the syllabus by the court: 

Section 4—"Extent of Physician’s Duty to Advise 
Patient. Where no immediate emergency exists, a 
physician violates his duty to his patient and subjects 
himself to liability for malpractice, upon facts and 
circumstances more particularly set forth in the opin- 
ion, if he makes no disclosure of significant facts 
within his knowledge which are necessary to form 
the basis of an intelligent consent by the patient to 
proposed cobalt irradiation treatment.” 

In discussing this subject, the court states in part: 

‘.. . The conclusion to be drawn from the fore- 
going cases is that where the physician or surgeon 
has affirmatively misrepresented the nature of the 
operation or has failed to point out the probable con- 
sequences of the course of treatment, he may be sub- 
jected to a claim of unauthorized treatment. But this 
does not mean that a doctor is under an obligation to 
describe in detail all of the possible consequences of 


A Malpractice Action 


treatment. It might be argued, as indicated by the 
authors of the various law review articles heretofore 
cited, that to make a complete disclosure of all facts, 
diagnoses and alternatives or possibilities which may 
occur to the doctor could so alarm the patient that it 
would, in fact, constitute bad medical practice. There 
is probably a privilege, on therapeutic grounds, to 
withhold the specific diagnosis where the disclosure 
of cancer or some other dread disease would seriously 
jeopardize the recovery of an unstable, temperamental 
or severely depressed patient. But in the ordinary 
case there would appear to be no such warrant for 
suppressing facts and the physician should make a 
substantial disclosure to the patient prior to the 
treatment or risk liability in tort.” 

... ‘In considering the obligation of a physician 
to disclose and explain to the patient in language as 
simple as necessary the nature of the ailment, the 
nature of the proposed treatment, the probability of 
success or of alternatives, and perhaps the risks of 
unfortunate results and unforeseen conditions within 
the body, we do not think the administration of such 
an obligation, by imposing liability for malpractice 
if the treatment were administered without such ex- 
planation where explanation could reasonably be 
made, presents any insurmountable obstacles. 

“The appellant’s requested instruction on the duty 
of a physician to make a disclosure to his patient 
was too broad. But this did not relieve the trial court 
of its obligation to instruct on such issue under the 
circumstances here presented, since the issue was 
raised by the pleadings. On retrial the instruction 
should be modified to inform the jury that a phy- 
sician has such discretion, as heretofore indicated, 
consistent with the full disclosure of facts necessary 
to assure an informed consent by the patient. 

“On retrial of this case the first issue for the jury 
to determine should be whether the administration 
of cobalt irradiation treatment was given with the 
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informed consent of the patient, and if it was not, 
the physician who failed in his legal obligation is 
guilty of malpractice no matter how skillfully the 
treatment may have been administered, and the jury 
should determine the damages arising from the 
cobalt irradiation treatment. If the jury should find 
an informed consent was given by the patient for 
such treatment, the jury should next determine 
whether proper skill was used in administering the 
treatment.” ... 

On about May 11, 1960, Mr. Dale wrote the fol- 
lowing application of The Kansas Medical Society to 
file Brief Amicus Curiae which, except for the head- 
ing which identifies the case, is quoted in its entirety. 

“The Kansas Medical Society, on behalf of itself 
and 1822 physician members, requests this Court for 
leave to file its Brief Amicus Curiae herein upon the 
pending motions of Appellees for a rehearing in this 
cause and, if said rehearing be granted, to file an ad- 
ditional brief thereon. 

The reasons for this application and request being: 

That the relation between physician and his pa- 
tient, implied in law, is that he possesses that reason- 
able degree of learning and skill ordinarily possessed 
by members of his profession and of his school of 
Medicine in the community where he practices, or 
similar communities, having due regard for the ad- 
vance of medical or surgical science at the time, and 
that he will use such learning and skill in his treat- 
ment of the patient with ordinary care and diligence. 

A physician is not responsible in damages for 
want of success, unless it is shown to result from a 
want of ordinary skill and learning or from a want of 
ordinary care and attention. He is not presumed to 
possess extra-ordinary skill or render extra-ordinary 
diligence and care; nor can he be made responsible 
in damages for errors in judgment, or mere mistakes 
in matters of reasonable doubt or uncertainty. His 
best judgment is constantly appealed to, and upon 
such judgment he must rely. 

Good judgments may differ and, such being the 
case, the physician must use his own judgment and 
follow its dictates in all cases of doubt or where there 
may be a foundation for differences of opinion, and 
if he exercises such judgment in an enlightened and 
reasonable manner, he will not be held responsible 
for errors. 

A physician is liable in damages if he fails to 
possess ordinary learning and skill or fails to use 
ordinary care and diligence and injury results there- 
from, but the burden of proof rests on the patient to 
show affirmatively that the conditions complained of 
were caused by the failure of the physician to exercise 
ordinary care and skill. 

Although a physician may be negligent in the per- 
formance or omission of some duty owed to the pa- 
tient, no liability attaches unless the patient thereby 
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suffers injury. There is no liability unless the phy- 
sician’s negligence is the proximate cause of the in- 
jury. The physician must be guilty of some act or 
omission which immediately causes the injury. Such 
act or omission must be the efficient cause, without 
which the injury would not have resulted. 

Authority or consent is necessary before a phy- 
sician may legally treat a patient. A physician, who 
treats or operates upon a patient without having 
authority so to do, commits an assault and battery, 
for which he may be held civilly liable in damages, 
or prosecuted criminally, but negligence is not an 
element of this cause of action. It is no defense to 
such cause of action that due skill and care were 
present and used, and, conversely, lack of due skill 
and care does not give rise to a cause of action for as- 
sault and battery. 

‘Mal-practice’ and ‘assault and battery’ are sep- 
arate and distinct causes of action—unrelated to each 
other. Negligence is an essential element of mal- 
practice. Negligence is not an essential element of 
assault and battery. 

Paragraph ‘4’ of the Syllabus, and the correspond- 
ing portion of the opinion, fail, in our opinion, to 
properly apply the duty to advise and the necessity 
of consent, to assault and battery, and, on the con- 
trary, apparently erroneously apply this duty and 
consent to cases arising out of negligence or mal- 
practice. 

The Syllabus, and the corresponding portion of 
the opinion, for the first time, so far as our research 
discloses, passes upon the duty of the physician to in- 
form. The Court lays down no rule by which a phy- 
sician can clearly determine his obligation. 

In paragraph ‘4’ of the Syllabus, it is stated, in 
substance, that, where no immediate emergency ex- 
ists, a physician violates his duty to his patient, and 
subjects himself to liability, if he makes vo disclosure 
of significant facts within his knowledge which are 
necessary to form the basis of an intelligent consent 
by the patient. 

What would be the rule if an emergency did exist ? 
What would be the liability if an physician made 
some instead of no disclosure? What is meant by in- 
telligent consent ? 

This paragraph leaves too much to speculation 
and conjecture unless the Court intends to confine 
each case to its own particular facts and does not in- 
tend to lay down a general rule of law. If so, the 
Court should so clearly state. 

The Court, on page 409 of the Opinion, states 
that the proper rule of law compels disclosure by the 
physician in order to assure that an informed con- 
sent of the patient is obtained, but the duty of the 
physician to disclose is limited to those disclosures 
which a reasonable medical practitioner would make 
under the same or similar circumstances. 
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How can a physician decide whether he has met 
the test? 

The plaintiff, in the instant case, did consent to the 
treatments. 

If it is mot necessary that a physician describe in 
detail all of the possible consequences of treatment, 
just what consequences should he describe to the 
patient ? 

The Opinion later states that a complete disclosure 
could so alarm the patient that it would, in fact, con- 
stitute bad medical practice. How can a doctor de- 
termine how much of a disclosure he should make? 
How can he tell how each individual patient will 
react? How can a doctor determine when a complete 
disclosure would, or would not, constitute bad med- 
ical practice? How can he protect himself against 
possible mal-practice suits for failure to disclose a 
sufficient amount ? 

The Opinion then states that there is probably a 
privilege, on therapeutic grounds, to withhold spe- 
cific diagnosis where the disclosure of cancer, or 
some other dread disease, would seriously jeopardize 
the recovery of an unstable, tempermental or severely 
depressed patient. What does this mean? Will every 
physician be forced to qualify himself, as a psychia- 
trist or employ a consultant psychiatrist in an effort 
to determine to what extent the disclosure should be 
made? 

The Opinion then continues that in ordinary cases 
there would appear to be no such warrant for sup- 
pressing facts and the physician should make a sub- 
stantial disclosure to the patient prior to the treat- 
ment, or risk liability in tort. What is an ordinary 
case? What is a substantial disclosure? Who knows 
with reasonable certainty how any patient will react? 

Suppose a physician fails to follow the test laid 
down by this Court but performs a successful surgical 
operation or medical procedure. Is the failure to in- 
form the patient going to establish liability in negli- 
gence when the result of the surgery or procedure is 
beneficial to the patient and effects a complete re- 
covery ? 

We can see where a failure to inform and to se- 
cure an informed consent might be appropriate in an 
assault and battery case. We fail to see how it could 
be appropriate to a negligence or mal-practice case, 
because the failure to inform and the failure to 
obtain an informed consent, in and of themselves, 
could never be the proximate cause of a bad result. 

An operation or treatment without consent is, as 
earlier stated, an assault and battery. Here, however, 
the plaintiff accepted the cobalt irradiation. The plain- 
tiff knew the purpose of the treatment and the hoped- 
for results. Her only complaint is that the physician 
did not explain the nature and consequences of the 
risks to her, but we find nothing in the Opinion to 
establish, or even suggest, that she would have re- 


fused the irradiation if the nature and consequences 
of the risks had been explained. 

Therefore, how could the failure on the part of 
the physician to so advise be considered the prox- 
imate cause of the injury received? Just what did 
the physician do or fail to do? What should he have 
told this patient in order to fulfill his legal obliga- 
tion? How much or how little should he have told 
her? 

The patient in this case made her own decision 
to take the treatments relying upon the advice of the 
surgeon who performed the radical left mastectomy. 
She sought no additional information from the radi- 
ologist but promptly submitted to the irradiation 
treatments. 

This decision should clearly and succinctly state 
the rule by which a physician must act. All Kansas 
medical men are now left in a dilemma as to what 
they should or should not do. 

This is a case of first impression on the duty to 
inform and of vital importance to the medical pro- 
fession in this state. 

We request the opportunity to further express the 
views of the profession and that we be given suffi- 
cient time to file the requested brief. 


Respectfully submitted, 


Arkansas City, Kansas 
ATTORNEYS FOR APPLICANT” 


On May 12, 1960, The Kansas Medical Society 
was granted until June 1, 1960, leave to file its Brief 
Amicus Curiae in support of Appellees’ motions for 
a rehearing. 


Committee Appointments 


Elsewhere in this issue, Dr. F. E. Weightman, 
president, lists the committee appointments for the 
coming year. Approximately 600 members will serve 
their Society in this capacity. 

There is a forward look in this fact since commit- 
tee activity is the foundation for Society progress. 
A committee, although designated to perform work 
in a specified area, is not limited but may plan proj- 
ects as desired. These, whenever they alter or modify 
existing Society policy, are submitted to the Council 
and to the House of Delegates for adoption. 

Membership on a committee, therefore, becomes a 
true opportunity to guide the course of this Society. It 
entails some effort, but the reward is a Society the 
physicians and the people of this state find of public 
service. 
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Although publication of committee names is com- 
pleted in this issue, Doctor Wrightman again invites 
any member who is willing to serve on a committee 
to advise the executive office, and his name will be 
added to the list. This will gladly be done because 
your Society needs the active participation of each 
member and welcomes the assistance of all. 


Watch Out! 


It is quite possible the powers that be in Wash- 
ington have more than one reason for complaining 
about the prices of drugs. Senator Estes Kefauver’s 
drug price investigating subcommittee would have us 
believe that the government’s sole interest is “simply 
with the price of drugs—a price which must be paid 
by someone under any system of medical care.” I 
think there is a psychological reason which they hope 
to keep under cover. This Senate antitrust investiga- 
tion is just another cunning approach in the attempt 
to slip socialized medicine in at the back door. It 
appears to me that Mr. Kefauver almost gave this 
fact away in his opening statement when he said: 
“It is not the purpose of these hearings to question 
in any way the American system of private medical 
practice.” I react to this statement in the same man- 
ner I would if a small boy should rush into my office 
and exclaim: ‘Doctor, someone batted a baseball 
through your back window—and I don’t want you 
to think that I did it.” 

If these investigators’ thoughts were just in the 
drug field, they should also be concerned about 
quality as well as price. They certainly have ‘shown 
a lack of interest in the cost of pharmaceutical re- 
search and manufacturing, and without research 
drugs would soon degrade in both quality and 
quantity. The Senator's line of reasoning in advocat- 
ing that druggists be allowed to use generic instead of 
brand names, would throw the drug business into a 
tail spin within a short time. If one company spends 
a million dollars to produce a new drug, and another 
concern is allowed to copy the formula, pay none of 
the research cost, and market the product at a low 
price, the results would be disastrous. The better 


Reprint from Virginia Medical Monthly, Vol. 87, pages 
175-176, April, 1960. 


firms would go broke, initiative to find new drugs 
would be smothered and we would find ourselves ad- 
vancing in reverse—back toward the “calomel and 
castor oil days.” 

I feel that these governmental probes are moti- 
vated, primarily, for publicity. If they can attract 
enough attention by their investigations of the major 
drug manufacturing firms, and lead the American 
people into believing that the prices of drugs are 
too high, it might be possible to gain a large number 
of sympathetic listeners. 

They hope to stir up enough interest in the drug 
controversy to swing the spotlight away from the 
doctors for a while, give us a breathing spell, make 
us feel complacent and lessen our vigil against legis- 
lation like the Forand bill. It is their wish that we 
don’t get wise to their twofold purpose of these in- 
vestigations in relation to the Forand bill itself. First, 
they will attempt to convince the lay public that 
older people, on social security, will not be able to 
pay the high drug prices—and that the government 
should step in to help. Second, if these tactics could 
get a Forand type of legislation passed without 
enough medical publicity to stir up strong opposition 
—they would be in position to widen social security 
to cover everybody. Then we would have socialized 
medicine under another name. 

People, consciously, or unconsciously, associate 
drugs and physicians together. An aroused populace 
against drug prices would not be too friendly towards 
the medical profesion. Such a situation would gain 
recruits for a more effective battle against the free 
practice of medicine. While we sit on the side lines, 
apparently unmolested, and watch the steam roller 
attempt to crush the drug firms, we must remain alert. 
We could get caught napping like Hitler did one 
time during World War II—when the Allied soldiers 
were issued heavy, long-handled underwear. As soon 
as the Germans got wind of it, they rushed up to 
Norway while our troops poured into Africa. It be- 
hooves us to watch out for all sorts of misleading 
tactics, because this drug battle is only a sham at- 
tack. The medical profession is their chief objective. 
They hope to find time to reorganize their forces, 
turn upon us without warning and launch a surprise 
attack where and when we might least expect it. 

F. ClyDE BEDsAUL, M.D. 
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The Business Side 
Medicine 


Preparing for Economic Fluctuations 


FLOYD F. WEHRENBERG, Kansas City 


It is important that you build up your investment 
portfolio in such a way as to provide maximum pro- 
tection against increases and decreases in the value 
of the dollar. But how can this be done? 

There are two classifications of investments or con- 
tracts that will make it possible for you to accom- 
plish this. The first is fixed or dollar contracts such 
as bonds, savings accounts, and mortgages which 
have a specified or fixed redemption value. The other 
is flexible or equity contracts such as corporate stocks 
and real property having a flexible redemption value 
depending on the current market level. 


Here’s What They Do 


The flexible contract serves as an inflation hedge. 
As prices increase and the value of the dollar de- 
creases, the market value of this contract will in- 
crease. Conversely, the dollar contract serves as a 
hedge against price declines and deflation; as the 
value of the dollar and prices go down, the pur- 
chasing power of the dollar contract increases. By 
maintaining an approximate 60/40 relationship 
(namely 60 per cent inflation hedges and 40 per 
cent deflation hedges) in your investment portfolio, 
the increased value of one type of contract will offset 
the decreased value of the over-all plan. 

This plan should be followed in setting up and 
fulfilling a retirement plan. When this basic plan 


Mr. Wehrenberg is Missouri-Kansas manager, Professional 
Management Midwest, 4010 Washington Street, Kansas 
City, Missouri. 


has been completed and additional funds are avail- 
able for investment, the hedging feature may be 
abandoned, but the original portfolio should be 
maintained in the above relationship. 


Life Insurance and Accounts Receivable 


Cash values of life insurance and the discounted 
value of accounts receivable should both be considered 
in determining and maintaining the balance between 
fixed and flexible contracts. 

While this plan is basically sound, it cannot be 
considered a perfect hedge since the market situation 
of one investment may vary more than another. How- 
ever, it is generally accepted as the most suitable 
economic hedge that can be achieved. 

To give an example of this plan in operation, as- 
sume that a portfolio contains $800 in savings and 
loan deposits and $1,200 in good grade common 
stocks. If there were a 50 per cent inflation of the 
dollar, the purchasing power of the savings would 
be reduced to $400 and the purchasing power of 
the common stocks would be increased to $1,800. In 
the same manner, if the dollar were deflated 50 per 
cent the common stocks would be reduced to $600 
and the savings increased to $1,200 purchasing power. 

Recognizing that the market will fluctuate, if the 
above plan is followed, you will have more dollars 
in an inflation period and fewer dollars in a deflation 
which is economically sound. 


My life has been full of terrible misfortunes, most 
of which never happened.—Montaigne 
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The annual enrollment in Blue Cross-Blue Shield 
for the Kansas Medical Society Association Group 
will take place during the months of June, July, and 
August. This is the opportunity for all physician 
units in the Kansas Medical Society to enroll in one 
large group in order to have the benefits and rates of 
group membership. 

The Kansas Medical Society’s Blue Cross-Blue 
Shield Group was started in 1957 and at the present 
time there are 330 physician units enrolled in this 
gtoup representing 1,650 family contracts. This 
means that approximately 5,000 people are enrolled 
in Blue Cross-Blue Shield through the Kansas Med- 
ical Society’s Association Group. 

On another page of this issue is a full explanation 
of the reopening dates for the Medical Society Group 
with a coupon to be mailed in by groups who want 
to enroll at this time. This is the period when new 
groups can enroll and new members can be added 
to present groups. 


Not Include Wyandotte 


William H. Heleker, Association Enrollment Man- 
ager for Kansas Blue Cross-Blue Shield, emphasizes, 
however, that this enrollment does not include physi- 
cians in Johnson and Wyandotte Counties. They are 
members of the Kansas City, Missouri Blue Cross- 
Blue Shield Plan. 

A dues increase is necessary with this reopening 
according to Mr. Heleker. Present Blue Cross dues 
are $7.20 and the new dues will be $8.70. Present 
Plan A Blue Shield dues are $3 and the new dues 
will be $4.10. 

“This is necessary,” Mr. Heleker pointed out “be- 
cause of the increased utilization by the members 
of this group in both Blue Cross and Blue Shield.” 

For example, from June 1, 1958 to March, 1960, 
Blue Cross’ actual dues income from the Kansas 


Annual Enrollment to Take Place 


Medical Society Group was 180,071.76 while the 
amount paid out to hospitals by Blue Cross for actual 
case expense for members of this group was $202,- 
271.64. In Blue Shield, the actual income from June, 
1958 to March, 1960 from the members of this group 
was $105,956.60. Actual case expense to physicians 
during this same period for the members of this 
group was $119,570.43. 

Effective date for the new enrollees during this 
period, as well as the new dues, is August 1. 


Fisher Elected President 


Dr. James B. Fisher, Wichita, was elected Pres- 
ident of Kansas Blue Shield at the annual meeting of 
the Board of Directors in Hutchinson, Sunday, May 1. 
The annual meeting of the Blue Shield Board is held 
on the Sunday preceding the opening of the Kansas 
Medical Society meeting. 

Dr. Fisher, who succeeds Dr. Edward J. Ryan, 
Emporia, has been a member of the Blue Shield 
Board since May, 1954. He was elected 2nd Vice- 
President in 1956 and since 1957 has been the 
Board’s 1st Vice-President. 

He was graduated from The University of Kan- 
sas School of Medicine in 1936, and since that time 
has practiced his profession in Wichita, where he is 
associated with the Wichita Clinic. Dr. Fisher is a 
fellow of the College of Physicians, and certified 
by the Board of Internal Medicine. 

He is active in the Sedgwick County Medical Soci- 
ety and the Kansas Medical Society, and is a member 
of the staffs of St. Francis and Wesley Hospitals in 
Wichita. Dr. and Mrs. Fisher and their three sons, 
Richard, Alan, and Tom, live at 656 Edgewater Road 
in Wichita. 

(Continued on page 376) 
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Annual Meeting 


Officers Elected and Specialty Group Sessions 


The 101st annual meeting of the Kansas Medical 
Society, held in Hutchinson, May 2-4, was attended 
by 365 members of the Society. Also registered for 
the session or affiliate meetings were 105 guests, 145 
members of the Kansas Medical Assistants’ Society, 
135 members of the Woman’s Auxiliary to the Kan- 
sas Medical Society, and 167 members of the Kansas 
Society of Medical Technologists. 

The program announced in the April issue of the 
JOURNAL was presented. The annual banquet was 
highlighted by the administration of oath of office as 
president for 1960-1961 to Dr. F. E. Wrightman, 
Sabetha, with Dr. Glenn R. Peters, Kansas City, 
presiding. Entertainment was furnished by the ‘Spirit 
of Kansas” singers from Wichita who presented a 
Centennial of Kansas in song. Another special event 
of the evening was the presentation of an Outstand- 
ing Service Award to Dr. F. D. i Chancellor 
of the University of Kansas. 


Officers for 1960-1961 


Piesidetit Dr. F. E. Wrightman, Sabetha 
President-Elect) Dr. H. M. Glover, Newton 
Immediate Past President . Dr. Glenn R. Peters, Kansas City 
First Vice-President .......... Dr. N. L. Francis, Wichita 
Second Vice-President ........ Dr. H. St. Clair O'Donnell, 
Ellsworth 
Constitutional Secretary ...... Dr. George E. Burket, Jr., 
Kingman 


Dr. G. F. Gsell, Wichita 
Dr. H. Clair O’Donnell, 

Ellsworth 
A.M.A, Delegate, 1961-1963 ..... Dr. L. R. Pyle, Topeka 
A.M.A, Alternate, 1961-1963 ...... Dr. Glenn R. Peters, 
Kansas City 


A.M.A. Delegate, 1960-1692 .... 
A.M.A, Alternate, 1960-1962 .... 


Councilors for 1960-1961 


Dr, Emerson D. Yoder, Denton, term expiring 1963 
Dr. Joseph W. Manley, Kansas City, 1961 
Dr. George R. Maser, Mission, 1963 

Dr. Dick B. McKee, Pittsburg, 1961 

Dr. Ralph G. Ball, Manhattan, 1963 

Dr. James A. McClure, Topeka, 1962 

Dr. J. L. Morgan, Emporia, 1962 

Dr, J. Gordon Claypool, Howard, 1963 

. Dr. J. C. Mitchell, Salina, 1963 

10. Dr. John N. Blank, Hutchinson, 1962 

11. Dr. William J. Reals, Wichita, "1961 

12. Dr. Albert C. Hatcher, Wellington, 1962 
13. Dr. H. St. Clair O'Donnell, Ellsworth, 1961 
14. Dr. Clair J. Cavanaugh, Great Bend, 1961 
15. Dr. Lyle G. Glenn, Protection, 1961 

16. Dr. Edward F. Steichen, Lenora, 1962 

17. Dr. J. O. Austin, Garden City, 1963 


Editorial Board 


POEM 


Dr. Orville R. Clark, chairman of the Editorial 
Board and Editor of the JoURNAL, was reappointed 
to both positions at a meeting of the Council held in 
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Hutchinson on May 4 following the last House of 
Delegates. Dr. John A. Segerson was also reappointed 
to a three-year term on the Board. Serving with them 
are Dr. David E. Gray and Dr. Dwight Lawson. All 
are Topeka physicians. 


Blue Shield 


Dr. James B. Fisher, Wichita, was elected president 
of the Kansas Blue Shield at a meeting held during 
the past state meeting. He succeeded Dr. Edward J. 
Ryan, Emporia. Other officers elected during the ses- 
sion were: Dr. E. Burke Scagnelli, Dodge City, first 
vice-president; Dr. Robert Purves, Wichita, second 
vice-president ; and Dr. Charles S. Joss, Topeka, sec- 
retary. The next annual meeting of this service will 
be held the Sunday preceding the Society’s annual 
meeting in the same town. 


E.E.N.T. Section 


Elected to serve as officers of the E.E.N.T. Section 
of the Kansas Medical Society for the coming year, 
at a meeting held during the last Annual Meeting, 
are: president, Dr. Joseph A. Budetti, Wichita; vice- 
president, Dr. C. T. McCoy, Hutchinson; secretary, 
Dr. Ruth Montgomery-Short, Halstead. The council 
representative elected at the meeting was Dr. Clifford 
Mullen, Kansas City. His alternate was Dr. Byron 
Ashley, Topeka; and the Delegate is Dr. C. T. Mc- 
Coy. The Section’s next meeting will be held in con- 
junction with the Society’s 1961 meeting in Wichita. 


Kansas Medical Assistants Society 


The 20th annual meeting of the Kansas Medical 
Assistants Society was held in Hutchinson, April 30, 
May 1-2. At its business session the group installed 
Mage Slaymaker, Newton, as president. She will be 
assisted during her year in office by Virginia Brand, 
Lawrence, president-elect; Norma Pryor, Wichita, 
vice-president; Kay Bradford, Lawrence, secretary; 
Jenevieve Carter, Salina, treasurer; Gertrude Suenram, 
Halstead, corresponding secretary; and Catherine 
Kibbee, Kansas City, second vice-president. Its next 
annual meeting will be held in Wichita, two days be- 
fore the Kansas Medical Society's annual meeting. 


Woman’s Auxiliary to the 
Kansas Medical Society 


Mrs. Chester Young, Kansas City, was installed as 
president of the Woman’s Auxiliary to the Kansas 
Medical Society at the close of the organization’s an- 
nual convention in Hutchinson, May 2-4. Other of- 
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ficers elected at that session were: president-elect, Mrs. 
W. T. Braun, Pittsburg; first vice-president, Mrs. 
H. Lee Barry, Wichita; second vice-president, Mrs. 
R. H. O'Neil, Topeka; third vice-president, Mrs. 
Lee Leger, Kansas City; fourth vice-president, Mrs. 
E. Burke Scagnelli, Dodge City; treasurer, Mrs. Lyle 
Glenn, Protection; recording secretary, Mrs. Virgil 
Brown, Sabetha ; corresponding secretary, Mrs. James 
G. Lee, Kansas City. Their next annual session will 
be held in conjunction with the Society's at Wichita. 


Kansas Society of Medical Technologists 


Gwendolyn Haegert, Topeka, was installed as 
president of the Kansas Society of Medical Tech- 
nologists at the close of the organization’s 13th an- 
nual convention in Hutchinson on May 3-4. Other 
officers are: Sister Mary Dolorita, Wichita, president- 
elect; Barbara J. Clark, W/ichita, secretary; Barbara 
Roberts, Topeka, treasurer; and board members 
Janice Dubbs, Wichita, James Bush, Topeka, and 
Carolyn Crocker, Kansas City. The next annual meet- 
ing site will be Wichita at the same time as the 
Medical Society’s meeting. 


Kansas State Obstetrical Society 


Officers of the Kansas State Obstetrical Society for 
the 1960-61 year were chosen in March at a meeting 
held in Wichita. The physicians elected to office at 
that time were: Dr. Henry M. Foster, Hays, president ; 
Dr. Arnold Baum, Dodge City, president-elect; Dr. 
David Gray, Topeka, vice-president; Dr. Galen 
Fields, Scott City, secretary. Their next meeting will 
be the third Thursday in March 1961. The place has 
not been decided yet. 


Kansas Chapter, American College 
Of Chest Physicians 


The following officers were named by the Kansas 
Chapter of the American College of Chest Physicians 
at their annual meeting: Dr. Roy A. Lawson, Jr., 
Chanute, president; Dr. Benjamin Matassarin, Wich- 
ita, vice-president ; and Dr. John G. Shellito, Wichita, 
secretary-treasurer. 

The Chapter held its last annual meeting in con- 
junction with the Society's state meeting in Hutchin- 
son. They plan to hold their next meeting with the 
Society in Wichita in 1961. 


Kansas Chapter of the American 
Society of Clinical Hypnosis 


A meeting of the Kansas Chapter of the American 
Society of Clinical Hypnosis was held in December 
and Donald W. Smitherman, Ph.D. was elected presi- 
dent of the Chapter. Serving with Dr. Smitherman 
for the coming year is Earl R. Sheets, D.D.S., vice- 
president ; and Dr. Hugh D. Riordan, Wichita, secre- 
tary-treasurer. The Chapter holds a monthly meeting 


scheduled the second Saturday of the month at 3101 
E. Ninth, Wichita. 


Kansas Pediatric Society 


Officers for the 1960-61 year were chosen by the 
Kansas Pediatric Society at a meeting held in Em- 
poria, September 12. The following were named: Dr. 
Thomas C. Hurst, Wichita, president; Dr. William 
H. Crouch, Topeka, vice-president; and Dr. Richard 
L. Dreher, Salina, secretary-treasurer. Their next 
meeting will be in Emporia, at the Broadview Hotel 
on September 10, 1960. Dr. Robert Good of the 
University of Minnesota will speak on Renal Dis- 


eases. 


Kansas Members of the American College 
Of Physicians 

The Governor for Kansas to the American College 
of Physicians was chosen at a past annual meeting of 
the Kansas members of that society. He was Dr. 
Fred J. McEwen, Wichita. He was elected for a 
three year term. The more recent meeting was held 
in Kansas City on March 4. Their next annual meet- 
ing will take place in Topeka on March 3, of next 
year. The College's membership is limited to Board 
Certified Internists or Board Qualified men. Its 
membership also includes such allied groups as 
Pathologists, Neuropsychiatrists, etc. 


Kansas Wing of the Flying Physicians 
Of America 

Dr. Edward F. Steichen, Lenora, was elected presi- 
dent of the Kansas Wing. Dr. C. F. Taylor, Norton, 
was re-elected secretary-treasurer of the organization. 
The Wing had a fly-in in Wichita in April 10, and 
one was scheduled for Scott City on May 22. 


Kansas Chapter of the American College 
Of Surgeons 

At their last annual meeting the members of the 
Kansas Chapter of the American College of Surgeons 
elected to the office of the presidency, Dr. G. E. Kasse- 
baum, El Dorado. They also elected Dr. H. S. 
O'Donnell, Ellsworth, vice-president; and Dr. Robert 
W. Myers, Newton, was re-elected secretary. Their 
last meeting was held in El Dorado in October 1959. 
Their next annual meeting is scheduled for October 
1960. 


Kansas Chapter of the American Academy 
Of General Practice 


Dr. Cloyce A. Newman, Topeka, is president of 
the Kansas Chapter of the American Academy of 
General Practice. Since that group has changed its 
meeting dates, no election was held recently. The 
group will hold its next annual meeting in Hutchin- 
son October 19-20. Dr. Newman will retain office 
until then. Dr. J. Allen Howell, Wellington, who is 
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now the president-elect will be handed the gavel 
then. The secretary for the organization is Dr. N. H. 
Overholser, El Dorado. 


Kansas Society of Anesthesiology 


At the recent annual meeting of the Kansas 
Society of Anesthesiology the following officers were 
elected: Dr. Ray T. Parmley, Wichita, president; Dr. 
E. L. Frederickson, Kansas City, vice-president; Dr. 
P. H. Robinson, Wichita, secretary; and Dr. Joyce 
Sumner, Hutchinson, treasurer. The next meeting 
place and date of the Anesthesiology society is not 
yet decided. 


Kansas Radiological Society 


The Kansas Radiological Society recently elected 
to its executive offices the following physicians: Dr. 
James R. Stark, Wichita, president; Dr. Roger K. 
Wallace, Manhattan, vice-president; and Dr. Lewis 
G. Allen, Kansas City, secretary-treasurer. Their 
meeting was held in conjunction with the Society's 


annual meeting. Their next meeting is scheduled for 
Emporia in October. 


Kansas Orthopedic Club 


Dr. John Jarrott, Hutchinson, reports that the Kan- 
sas Orthopedic Club officers remain the same as last 
year with himself as president; and Dr. Henry O. 
Marsh, Wichita, secretary-treasurer. The Club plans 
to hold a meeting in September and elect officers. 


Kansas District Branch of the American 
Psychiatric Association 


At its spring meeting in March the Kansas District 
Branch of the American Psychiatric Association 
elected to the office of the president Dr. John Grim- 
shaw, Topeka. Serving with Doctor Grimshaw are 
Drs. Richard Schneider, Kansas City, vice-president ; 
Raymond Reinert, Topeka, secretary; and William 
Robinson, III, Topeka, treasurer. The Branch’s next 
meeting is scheduled in the fall. The date and place 
may be obtained by writing the secretary. 


THE Kansas MEDICAL GOLF, TRAP, AND SKEETSHOOTING ASSOCIATION AWARDS—1960 


Championship Flight 


Winner: H. P. Jones, Lawrence—Gift Certificate, Coe Sur- 
gical and Trophy, Quinton Duffens 
2nd Lo Gross: Chanute—Golden Hour Clock, Abbott 
abs 
3rd Lo Gross: R. P. Norris, Wichita—Leather Bag, Pet Milk Co. 
4th Lo Gross: H. Lee Barry, Wichita—12 golf balls, Massengill 
5th Lo Gross: R. K. Purvis, Wichita—Desk Pen Set, Armour 
6th Lo Gross: J. W. Shaw, Wichita—6 golf balls, Lederle 


ist Lo Net: . L. Bunker, Jr., Junction City—Trophy and 
Electric Razor, Carl Hayes 

2nd Lo Net: W. C. Goodpasture, Wichita—Transistor Radio, 
Self Service Drug 


3rd Lo Net: Fred_Bosilevac, Kansas City—Club bag, Roche 

4th Lo Net: . EF. Joseph, Lawrence—$10 cash prize, Wess 
Store 

5th Lo Net: Wm. R. Lentz, Seneca— Sport shirt, Meschke’s 


6th Lo Net: Fred Ford, Topeka—6 golf balls, Murray 
First Flight 


Third Flight 


Gore Milbank, Wichita—Trophy and 6 golf balls, 
‘aton 
2nd Lo Gross: L. . Woodard, Wichita—Sports shirt, Reed Car- 


Winner: 


nic 

3rd Lo Gross: Ernest Mitts, Bonner Springs—Alarm clock, Ciba 

4th Lo Gross: Thomas. Dechairo, Westmoreland—Radar light, 
Wiley’s 

lst Lo Net: TT. C. Hurst, Wichita—“The Surgeon and the 
Child,” Saunders 

2nd Lo Net: H. R 


. R. Hodson, Wichita—Ladies handbag, Smith, 
Miller & Patch 

3rd Lo Net: J. T. Grimes, Lyons—3 golf balls, Eaton 

Fourth Flight 

Winner: Denald Cronin, Wichita—Trophy and 6 golf 
balls, Goetze-Niemer 

2nd Lo Gross: Arthur H. Bacon, Wichita—Cross pen, U.S. Vita- 
min 

3rd Lo Gross: Newton C. Smith, Arkansas City—3 golf balls, 
Eaton Lab. 

Ist Lo Net: Thomas F. Taylor, Phillipsburg—1 cream and 
sugar set, Smith, Kline & French 


Winner: 
2nd Lo Gross 
3rd Lo Gross: 


W. D. Pitman, Pratt—Trophy and 6 golf balls, 


Tsle 
:Jack Tiller, Wichita—3 golf club covers, American 


Optical 
Ralph Hale, Wichita—Emergency Surgical Kit, 


4th Lo Gross: L. E. Knapp, Wichita—Toilet Kit, Folty 
5th Lo Gross: J. M. Stout, Hutchinson—3 golf balls, Jsle 
6th Lo Gross: George Keene, Wichita—3 golf balls, Isle 
Ist Lo Net: L._L. Saylor, Topeka—Set steak knives, Mead 
Johnson 
2nd Lo Net: Byron Ashley, Topeka—Plaque, Munns 
3rd Lo Net: A. L. Ashmore, Wichita—Leather wallet, Peyne’s 
4th Lo Net: E. K. Enns, Newton—Mennen shave kit, Woody's 
5th Lo Net: =. LS Fitzgerald, Hutchinson—3 golf balls, Eli 
6th Lo Net: W. W. Pierson, McPherson—3 golf balls, Eli Lilly 
Second Flight 
Winner: Jack Perkins, Hutchinson—Trophy and 6 golf 


2nd Lo Gross: 
3rd Lo Gross: 
4th Lo Gross: 


balls, Weeks 
Rorege Gsell, Wichita—Sports shirt, Reed Carnick 
CG Minnick, Junction City—Alarm clock, Ciba 
Jones Gough, Chanute—Returning golf ball, Cu- 
er 


5th Lo Gross: M. J. Cox, Dodge City—3 golf balls, Lilly 
6th Lo Gross: Leo Crumpacker, Wichita—3 golf balls, Lilly 
Ist Lo Net: R. J. Ohman, Dodge City—Set steak knives, Mead 

Johnson 
2nd Lo Net: D. L. Cooper, Manhattan—Plaque, Munns 
3rd Lo Net: W. T. Braun, Pittsburg—Electo Put, Wiley’s 
4th Lo Net: ohn Kennedy, Topeka—8 glasses, Pitman’ Moore 
5th Lo Net: a McCusker, Halstead—3 golf balls, Weeks 
6th Lo Net: Harold Smith, Lincoln---3 golf balls, Weeks 


2nd Lo Net: Harry Lazar, Wichita—3 golf balls, Eaton Lab. 
3rd Lo Net: Ivan E. Rhodes, Wichita—3 golf balls, Eaton Lab. 
Fifth Flight 

Winner: Proctor Redd, Topeka—Trophy and 3 golf balls, 
Eaton Lab. 

2nd Lo Gross: M. L. Masterson, Paola—Haematology Blood At- 
las, Sandoz Pharmaceuticals 

3rd Lo Gross: aes D. Wood, Peabody—3 golf balls, Eaton 
ab. 

1st Lo Net: Donald Marchbanks, Hill City—One set glasses, 
Pitman: Moore 

2nd Lo Net: Ro 7 Barker, Council Groves—3 golf balls, 
ederle 

3rd Lo Net: Marion E. Nunemaker, Hutchinson—3 golf balls, 
Lederle 

Trap 
Winner: E. A. Smiley, Pata City—Trophy 
2nd y, Hays—Sports Jacket, Black 
rug Co. 

3rd Edward _S. Brinton, Wichita—Sun glasses, Amer- 

ican Optical Co. 
SKEET 
Winner: Clayton L. Scuka, Wichita—Trophy 
nd ore i. Gill, Sterling—Derringer Pistol, Black 
rug Co. 
3rd Murray C. Eddy, Hays—Sports shirt, Meschke 


Clothing Co. 


OrrFicers oF THE AssocraTION 
President: V. R. Moorman, Hutchinson 

Vice President—Golf: Ralph Hale, Wichita 
Vice President—Trap: George L. Gill, Sterlin 
Secretary-Treasurer: Frederick L. Ford, Topeka 
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Politics now overshadows all other factors in the 
issue of health care for the aged. 

It appears certain to be a major issue in this year’s 
campaigning for the White House and Congress, re- 
gardless of what Congress does in the field before ad- 
journing this summer. 


Political Football 


Both the Democrats and the Republicans are sup- 
porting costly, sweeping plans which differ on the 
basic approach. The major Democratic plans call for 
use of the Social Security System. The Republican 
proposals would have the Federal government and 
the states put up hundreds of millions of dollars to 
help the aged buy health insurance on a voluntary 
basis. 

The medical profession and allied groups oppose 
these political solutions because, among many other 
important reasons, they actually would not meet 
the problems of many aged who need help in financ- 
ing the cost of illness. 


A Key Democrat Warns 


Meanwhile, a key Democrat—Rep. Burr Harrison 
of Virginia—warned Congress against acting on such 
legislation in this year of a national election. He 
predicted that if any such legislation should be ap- 
proved this year, it “would be certain to be a mon- 
strosity.” 

Noting that various solutions had been proposed, 
Harrison said: 

“The only features which these proposals have in 
common are that they are all tremendously expensive ; 
they all propose revolutionary change, and they are 
all complicated, uncertainly-based and _little-under- 
stood by the prospective beneficiaries.” 

Harrison, who is a member of the House Ways 
and Means Committee which handles such legislation, 
urged that Congress defer action until next year. He 
recommended that, in the meantime, the Ways and 
Means Committee “conduct an exhaustive study of 
the various proposals.” 


a 


Washington 
HIGHLIGHTS 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


Ike’s Plan 


In early May, the Eisenhower Administration un- 
veiled a Federal-state, $1.2 billion-a-year plan to help 
the aged with limited incomes buy broad medical 
and hospital insurance coverage. Under the plan, an 
aged person—if able financially—would bear part 
of the cost of both the insurance and of the medical 
care and hospitalization. 

Arthur S. Flemming, Secretary of Health, Educa- 
tion and Welfare, and Vice President Richard M. 
Nixon stressed that participation by the aged in the 
Administration program would be on a voluntary 
basis. 

The Administration’s plan immediately ran into 
widespread opposition. Dr. Louis M. Orr, Orlando, 
Fla., President of the American Medical Association, 
said it was based “‘on the false premise that almost 
all persons over 65 need health care and cannot 


afford it.” 


15% Not 100% Says A.M.A. 


“This is not a fact,” Dr. Orr said. ‘The truth is 
that a majority of our older people are capable of 
continuing a happy, healthy, and, in many cases, pro- 
ductive life. Of the more than 15 million persons in 
the nation over 65 years of age, only 15 per cent are 
on old-age assistance.” 

Dr. Orr said neither the Administration’s pro- 
posal nor the Forand-type Social Security approach is 
tailored to meet the problems of the undetermined 
number of older persons who, “although able to 
finance other costs, find it difficult to withstand the 
additional burden of the cost of illness.” 

Dr. Orr advocated the A.M.A.’s positive eight- 
point program for the health care of the aged as a 
“sensible, economical” plan that would preserve 
freedom as well as promote security. If both these 
objectives are to be realized, Dr. Orr said, health 
care programs for the aged “must necessarily be lim- 
ited to support for the needy aged and leave to vol- 
untary, competitive, private enterprise, those activi- 
ties needed to improve the health care of the rest.” 
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The Eight-Point Plan 


In brief, the A.M.A. program comprises: 1) im- 
proved preventive medical care for the aged; 2) a 
state-administered program of Federal grants-in-aid 
to states for liberalization of existing old-age assist- 
ance programs so that the near-needy could be given 
health care without having to meet the present rigid 
requirements for indigency; 3) better nursing home 
facilities for the long-term care of aged persons, es- 
pecially those over age 75; 4) rapid development of 
health insurance and prepayment policies to provide 
long-term nursing home care; 

5) Expansion of home nursing care services; 6) 
elimination of compulsory retirement and a basic 
change in the attitude that a person who reaches 65 
has suddenly become non-productive and senescent; 
7) health education to instill a “will to live” in older 
persons and to make them aware of the need for 
continuing healthful nutrition; and 8) anti-inflation- 
ary curbs to maintain the purchasing power of fixed 
pension and annuity benefits. 


A Republican Speaks Out 


A Republican lawmaker, Sen. Barry. Goldwater 
of Arizona, denounced the Administration’s plan as 
“socialized medicine” and a ‘dime store new deal.” 
The outspoken conservative predicted its ultimate 
cost would be “staggering.” He said the Adminis- 
tration could have done better by proposing “full 
deductions for taxes for any amount spent for med- 
ical care of anyone” and for full costs of health plans 
by either an individual or corporation. 

In endorsing the Administration’s plan, Vice Pres- 
ident Nixon charged the Forand-type proposals 
backed widely by Democrats would “open the door 
for socialized medicine.” He said: 

“The Forand bill and similar plans would set up 
a great state program which inevitably would head 
in the direction of herding the ill and elderly into 
institutions whether they desired this or not. Such 
a state program would threaten the high standards of 
American medicine.” 


Senator Pat’s Legislation Costs 


Sen. Pat McNamara (D., Mich.), Chairman of the 
Senate Subcommittee on Problems of the Aged, 
headed a group of 16 Senate Democrats who spon- 
sored legislation that would provide hospitalization 
and medical care for virtually all the nation’s older 
persons. 

The co-sponsors included three avowed candidates 
for the Democratic nomination for president—Sens. 
Hubert H. Humphrey (Minn.), John F. Kennedy 
(Mass.), and Stuart Symington (Mo.). 

Cost of the McNamara legislation was estimated 


at $1,578,000,000 a year. This would be financed 
by a one quarter per cent increase in the Social Se- 
curity tax and 370 million dollars from general tax 
money. 


Occupational Illness 


Occupational illnesses, which presently number 
about 3,000 in this country, are increasing at the rate 
of approximately 200 new disease entities a year. 

A publication reports that occupational illnesses 
now account for an estimated 10 per cent of the total 
annual U. S. wage loss of $4,200,000,000 due to 
illness. 

The increased incidence of occupational diseases is 
attributed mainly to new chemical compounds being 
introduced by industry at the rate of one every 24 
minutes. Of these, a significant number possess prop- 
erties potentially harmful to workmen. 

One possible danger in this constantly increasing 
production is the risk of exposing workmen to new 
and unknown carcinogens. It warns that “new prod- 
ucts and methods of production should be carefully 
studied in order to guard workers against such harm- 
ful exposure.” 

Health hazards in industry range from fiber glass 
to actinic rays. In one study of more than 300,000 
civil service personnel, 18 per cent of injuries and 
medical conditions were of occupational origin. Physi- 
cal agents (e.g. actinic rays, heat, cold, pressure) 
produced the highest incidence rate of these occu- 
pational conditions, accounting for 42 per cent; skin 
irritants (e.g. oils, greases, acids and alkalies, fiber 
glass) ranked second, with 35 per cent; and in- 
halation hazards (e.g. mists and fumes, dusts, gases) 
were third, with 20 per cent. 

Commonest industrial health problem is occupa- 
tional dermatitis and about 90 per cent of dermatoses 
are caused by contact with chemicals. In the manu- 
facturing industries, slightly less than half of occu- 
pational dermatitis cases are attributed to petroleum 
products. 

Despite its incidence, however, occupational der- 
matitis “tends to be temporary in nature and less 
costly than most other occupational diseases” (average 
cost per case in New York is $698). 

Still the No. 1 occupational disease in the U. S. 
in terms of disability and compensation costs, despite 
advances in dust control measures, is silicosis. 
Silicosis claims, for example, which represent only 
three per cent of claims, account for more than one 
quarter of all compensation awarded in occupational 
disease cases by the New York State Workmen's 
Compensation Board. 


«. 
i 
} 
| 
; 
| 
| 
i 
; 
j 
| 
2 
| 
| 
} 


Official Proceedings 


Report of 1960 Meeting of the House of Delegates 


Contained herein is a summary of all action taken 
by the House of Delegates during the 1960 Annual 
Session of the Kansas Medical Society held in 
Hutchinson, Kansas, May 2-4. Omitted in this report 
is only that portion of the minutes describing who 
made motions and the description of the discussion. 
All official action is recorded. 


First Session 


The First Meeting of the 1960 House of Delegates 
convened at breakfast, 7:30 A.M. on Monday, May 
2, 1960. The meeting was opened by the president. 
He announced the appointment of two reference 
committees, the first on officers, councilors, commit- 
tee, and special reports consisted of Norton L. 
Francis, M.D., Wichita, chairman; John L. Blank, 
M.D., Hutchinson; and George R. Maser, M.D., 
Mission. 

Second Reference Committee on Resolutions was 
appointed consisting of J. W. Manley, M.D., of Kan- 
sas City, chairman; H. M. Glover, M.D., Newton; 
and E. D. Yoder, M.D., Denton. 

The quorum was declared present with an official 
count at the opening of the meeting of 55 delegates, 
10 past presidents, seven officers and 10 councilors, 
for a total of 82 plus guests. 

First item of business was announced by Doctor 
Peters on a special project for which he asked the 
tules be suspended and emergency declared. This 
was accomplished and Dr. Franklin D. Murphy was 
awatded by proclamation the Outstanding Service 
Award for 1960 through the presentation of a plaque 
at the banquet on Tuesday evening, reading: 


“The Kansas Medical Society presents the 1960 
Outstanding Service Award to Franklin D. Mur- 
phy, M.D., for his inspiration, his devotion and his 
leadership as Dean of the Medical School and as 
Chancellor of the University of Kansas toward 
solving the problems of health care for the people 
of this state.” 


The constitutional secretary, George E. Burket, Jr., 
M.D., reported a total membership of 1,833, being 
11 more than were reported a year ago. Of this num- 
ber the dues-paid members were 1,448, honorary 
members 168, leave-of-absence members 43, in-serv- 
ice members five, delinquent members 169. 

The president then called on John L. Lattimore, 
M.D. for the treasurer’s report. He read excerpts 
from the provisional audit and declared the Council 


would find it necessary to increase dues for the year 
1961, in that the Society was now spending more 
than was received through the payment of dues. 

In the absence of Orville R. Clark, M.D., of To- 
peka, editor of the JOURNAL OF THE KaNsas MEDI- 
CAL SociETy, the report he prepared was read to the 
House of Delegates as quoted here: 

For the ninth year I am reporting to you as the 
Editor of the JouRNAL. The Editorial Board is the 
same as last year, and includes Drs. Richard Greer, 
David E. Gray, Dwight Lawson, and John A. Seger- 
son. Each of them has been most faithful in the read- 
ing and evaluation of manuscripts and the numerous 
other tasks which are delegated to them, and each is 
deserving of your appreciation. 

During the past year we were sorry to lose the 
services of Dr. Vernon E. Wilson, when he left Kan- 
sas University School of Medicine to assume his new 
duties with Missouri University. His work was al- 
ways done efficiently and unpretentiously, and always 
most helpfully for us. We are fortunate in being able 
to continue our excellent cooperation and service 
from the Medical Center through the assistance of 
Dr. Jesse D. Rising, who is now the Associate Editor 
at that location. He had previously served as one of 
the editors of the Clinical Pathological Conferences, 
and has now shown his willingness and his ability by 
the preparation of the large March issue of the Jour- 
NAL, which is the annual Kansas University issue. 

Mr. Dallas Whaley assumed the duties of Manag- 
ing Editor at the time of the annual meeting last 
year. Coming to the job with no previous introduc- 
tion to our procedures made it more difficult for him, 
but his services have come to mean much to us, and 
he is obviously doing an increasing percentage of 
the JOURNAL work. 

The 1959 volume contained 184 pages more of 
text than the 1958 volume, but this was primarily due 
to the 180 page Centennial issue which was distrib- 
uted in May. Approximately the same number of 
original articles, tumor conferences, clinical patho- 
logical conferences, and student theses have been in- 
cluded. 

The March, 1960, issue was, as customary, the 
Kansas University Medical Center number—the 14th 
year this privilege has been ours. As mentioned 
earlier, Dr. Rising performed a monumental task in 
stimulating, assembling, and editing the 11 articles 
in the issue. The KUMC issue has, for a number of 
years, been the largest single number which we have, 
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and we are grateful to the members of the faculty 
for providing this material to us. 

During the last year department headings of dis- 
tinctive and original designs have been introduced 
and we believe they help to dress up the pages. 

Reference was made to the Centennial Issue in 
my report a year ago, but perhaps I may be forgiven 
for some repetition on this, a subject which was quite 
dear to the hearts of the members of the Board after 
the many hours devoted to its preparation. We have 
appreciated the complimentary comments from a 
number of our members, and from others to whom 
the book was sent. As you all know, a word of en- 
couragement helps a lot sometimes. 

Copies of the Centennial Issue have been sent to 
all hospitals in Kansas for inclusion in their li- 
braries, and notes of appreciation have been received 
from several of them. 

We have, I believe, published more reports of So- 
ciety Committee work—Maternal Welfare, Tubercu- 
losis, Blue Shield, Hearing and Speech, and others. 
This is, we think, an important function of the Jour- 
NAL and we would welcome any contributions which 
other committees wished to have distributed—either 
isolated reports, or those to appear on a regular 
schedule. 

The financial condition of the JOURNAL is satis- 
factory. I will not bore you with details here, but they 
may be had by anyone particularly interested. 

It has been a pleasure to have served the Society 
again, and I hope that any of you will impart to me 
any suggestions for changes in the JOURNAL. I can- 
not assure you that all suggestions will be adopted, 
but I can assure you that they will all be given careful 
consideration. 


Respectfully submitted, 


Owille Clark, MD. 


Editor 


President then called upon Norton L. Francis, 
M.D., chairman of the Reference Committee on Re- 
ports, who introduced 51 resolutions gleaned from 
the reports previously published. Following this there 
were seven additional resolutions submitted by the 
membership on the floor to be reported in detail at 
the Second House of Delegates as action was taken. 

Following this Doctor Peters asked Fred E. 
Wrightman, M.D., president-elect, to read the names 
of all physicians who died during the year. At the 
conclusion, the president had the House of Delegates 
rise in a tribute to their memory. 


Second Session 


The Second Meeting of the House of Delegates 
was held on Wednesday, May 4, 1960, beginning at 


11:30 A.M. It was found by the registration that a 
quorum was present and the first order of business 
was the balloting of names for the officers for the 
coming year. Immediately after this, the ballots for 
the Nominating Committee were distributed. Tellers 
were appointed and the results are published else- 
where in the JOURNAL. 

J. W. Manley, M.D., Kansas City, chairman of the 
Reference Committee on Resolutions, then read each 
resolution separately which was discussed and eventu- 
ally acted upon. In this portion of the report, the ac- 
tion only is summarized as a statement of present 
policy of the Kansas Medical Society. 

Resolution No. 1—a word of gratitude to the 
councilors for their service to the Society and accept- 
ing the report of the councilors. 

Resolution No. 2—combined with Resolution No. 
55, introduced by the Crawford County Medical So- 
ciety because they were similar: 


AMERICAN MEDICAL ASSOCIATION 
DUES 


WHEREAS, the American Medical Association has 
greatly expanded its area of service, and 

WHEREAS, of 1,600 dues-paying members of the 
Kansas Medical Society, only 1,200 belong to the 
American Medical Association, and 

WHEREAS, numerous state medical societies re- 
quire membership in the American Medical Associa- 
tion as a requisite for membership in the state and 
county medical societies, 

Be It Therefore Resolved that beginning January 
1, 1961, a physician cannot belong to the Kansas 
Medical Society or to a component society within this 
state unless he also belongs to the American Medical 
Association, and 

Be It Further Resolved that his dues-paying status 
with the American Medical Association, except for 
the special category whereby American Medical As- 
sociation members are exempt from paying dues after 
the age of 70, shall correspond with that of the Kan- 
sas Medical Society. 

Resolution No. 3—the House endorsed the Coun- 
cil resolution to co-operate with all levels of educa- 
tion toward their improvement. 

Resolution No. 4—endorsed the Council resolu- 
tion to continue to care for indigent patients, but that 
further conferences will be held with the Board of 
Social Welfare if and when a tangible plan is pre- 
sented for improving health service to the indigent. 

Resolution No. 5—an expression of gratitude to 
Glenn R. Peters, M.D., president, and to the officers 
of the Society. 

Resolution No. 6—declaring that the Medical So- 
ciety shall co-operate with Kansas Blue Cross-Blue 
Shield in formulation of a policy of hospital and 
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medical care to all self-supporting persons regardless 
of age. 

Resolution No. 7, 8, 9, 57, 58 were combined 
because they were similar, declaring that Podiatrists 
and Physical Therapists shall not be included under 
Blue Shield or under the Healing Arts Act until they 
meet all the standards required of the Healing Arts 
Act. 

Resolution No. 10—postponing action with refer- 
ence to licensing of Physical Therapists until the 
American Medical Association study on this subject 
is completed. 

Resolution No. 11—supported the Auxiliary re- 
quest that when needed suggested letters to congress- 
men be prepared in the executive office of the Medi- 
cal Society and sent to Auxiliary members for ideas. 

Resolution No. 12—supported the Woman's Aux- 
iliary request that Today's Health not be purchased 
for each teacher and professor in Kansas. 

Resolution No. 13—recommended each hospital 
staff in Kansas appoint a Hospital Utilization Study 
Committee. 

Resolution No. 14—recommended each compo- 
nent society explore variations of programs for pro- 
viding the people within the area with adequate 
health insurance protection, such as has been per- 
formed in Leavenworth and Lyon Counties. 

Resolution No. 15—approved Blue Cross-Blue 
Shield objectives for 1960, to increase membership 
for a net gain of 25,000, to upgrade coverage in Plan 
“B” memberships, and to effect economy. 

Resolution No. 16—approved a state-wide sur- 
vey of hearing among school children in Kansas. 

Resolution No. 17—The By-Laws, Chapter XII, 
Section 16, shall be amended to read: Section 16. 
Physicians residing in counties where no component 
county society exists or residing in two or more ad- 
joining counties in which the number of practicing 
physicians desiring affiliation with the Kansas Medical 
Society is too limited to assure successful and bene- 
fical meetings, may form joint county or district so- 
cieties whose principles, constitution and by-laws are 
recognized and approved by the Council, and by vir- 
tue of such membership may be accepted as members 
of this Society. 

Where component societies have already been 
chartered by the Council, original charters must be 
surrendered if so requested by a majority vote of the 
membership of said component society, or in case 
membership in a component society has dropped be- 
low the minimum membership (3) required by origi- 
nal Territorial Charter of the Kansas Medical Society, 
the Council shall revoke the original charter, urging 
the members to maintain society membership by 
merging with adjacent coniponent society or multi- 
county component society. A new multi-county char- 
ter shall be granted after certification of individual 
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membership by the proper officials of the component 

societies surrendering their charters. State Society 

dues or assessments shall be paid through the newly 
formed component society. 

Resolution No. 18—Be It Resolved that the Com- 
mittee on Constitution and Rules be authorized to 
correct the By-Laws where necessary to provide for 
the following: 

e in the event of death, resignation or removal of 
the president-elect, the first vice-president shall 
assume that office and shall continue to serve dur- 
ing the presidential term for which his predecessor 
was elected, 

e should vacancy occur in the office of president- 
elect, he shall assume that office and the second 
vice-president shall immediately advance to the 
office of first vice-president. 

Resolution No. 19—The Committee on Emergen- 
cy Medical Care shall be composed of seven or more 
members, at least one-half of whom including the 
chairman shall have served on the retiring commit- 
tee. The function of this committee shall be to en- 
courage and promote the formation of local or re- 
gional emergency care plans or organizations which 
would cooperate with and co-ordinate plans and or- 
ganizations already formed in the state. In all cases 
cooperation with Red Cross, Civil Defense, Police 
departments, Public Health organizations, and all 
other Welfare groups necessary in an emergency is to 
be sought and utilized. 

They shall meet at the call of the Chairman. 

Resolution No. 20—Be It Resolved that the Com- 
mittee on Public Policy and its duties be retained as 
they are described in the By-Laws, and 

Be It Further Resolved that a new section be added 
to read: The Committee on Relations With the Bar 
shall consist of five or more members of the So- 
ciety who shall function together with stated mem- 
bers or committee of the Bar Association in con- 
sidering matters involving medical profession and the 
law. It may also consider and make recommendations 
on any medico-legal problems affecting individual 
members or the Society as a whole. At least one-half 
the members from this Society, including the chair- 
man, shall have been members of the retiring com- 
mittee. The members shall meet at the call of the 
chairman or the request of the Bar representative. 

Resolution No. 21—The Committee on Medical 
Schools and Postgraduate Study shall be composed of 
at least seven members. It shall be the duty of this 
committee to secure all available data concerning the 
activities, progress and needs of the medical schools 
of this state, and to make annual report of the same 
to the House of Delegates. It shall also endeavor to 
establish and maintain a close relationship between 
the schools of medicine in this state and the Society, 
and shall remain in close contact with other univer- 
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sities or colleges in the state which offer pre-medical 
or basic science courses. It shall also further scientific 
activities of this Society such as refresher and post- 
graduate courses. Its aim and goal shall be continued 
advancement in medical knowledge for all physicians 
by means of programs and courses accessible to all 
and of approved value. At least one-half, including 
the chairman, shall have been members of the retir- 
ing committee. They shall meet at the call of the 
chairman. 

Resolution No. 22—Be It Resolved that the Com- 
mittee on Child Welfare and its functions be re- 
tained as listed in the By-Laws, and 

Be It Further Resolved that a new section be added 
to read: The Committee on School Health shall con- 
sist of seven or more members of this Society, of 
whom at least one-half, including the chairman, shall 
have been members of the retiring committee. They 
shall meet at the call of the chairman. It shall be their 
function to study existing conditions, rules and regu- 
lations regarding the health, welfare, and instruction 
of students in the schools, universities, and private 
schools of the state, and to co-operate with teachers, 
faculties, boards of education, parent-teacher organi- 
zations, and public health associations to advise in- 
struction designed to protect and improve the edu- 
cation and health of students from all angles, includ- 
ing the protection of mental defectives and protec- 
tion against infection by prophylactic immunization 
and improper self medication. 

Resolution No. 23—WHEREAS, There is a dis- 
tinction on a philosophical level which must be recog- 
nized between a lay health organization, even though 
doctors of medicine dominate its policy, and a lay 
health organization with doctors dominating its pol- 
icy but where the Kansas Medical Society as an en- 
tity feels itself in an advisory position, and, 

WHEREAS, The Medical Society should not exert 
its control over funds or the expenditure of funds 
taised through public subscriptions for a lay health 
organization but should consult upon matters of pro- 
fessional activities. This item is suggested with full 
appreciation of the fact that physician members gov- 
erning such lay health organizations are perfectly 
competent to act within the sphere of professional 
interest without the support of the Kansas Medical 
Society. Consultation with the Kansas Medical Soci- 
ety will result in a broader approval and cooperation 
of the individual practicing physician, and, 

WHEREAS, The present situation appears as fol- 
lows: The Kansas Medical Society has a Committee 
on the Control of Cancer, appointed annually in May 
by the president, which has no direct line of com- 
munication with any activities of the Kansas Division 
of the American Cancer Society. This committee has 
no budget of funds. The Kansas Division of the 
American Cancer Society has a Medical and Scientific 


Committee of which all members are members of the 
Kansas Medical Society. It has authority to appropri- 
ate money for projects within the limits of a budget 
authorized by the Board. Within this committee are 
three subcommittees, each consisting of four physi- 
cian members. They are Professional Service Com- 
mittee, Professional Education Committee, and Proj- 
ect Review Committee. Activities of these subcom- 
mittees are controlled by the above named larger 
committee. 

Resolved, That the following working agreement 
with the Kansas Division of American Cancer So- 
ciety be adopted: 

1. Sufficient copies of the minutes of every meeting 
of the State Committee on Control of Cancer shall 
be given to the Kansas Division so each member of 
the Medical and Scientific Committee may receive 
them. 

2. Sufficient copies of the Medical and Scientific 
Committee minutes of each of the three subcommit- 
tees of the Kansas Division shall be given to the Kan- 
sas Medical Society so each member of the State Com- 
mittee on Control of Cancer may have them. 

3. Except where the chairman feels an executive 
session is to be preferred, the executive secretary of 
the Kansas Division shall be invited to meetings of 
the Control of Cancer Committee, and an executive 
secretary of the Kansas Medical Society working with 
the Control of Cancer Committee, shall be invited 
to the meetings of the Medical and Scientific Com- 
mittee. 

4. The president of the Kansas Division of the 
American Cancer Society in October of each year 
shall appoint to the Medical and Scientific Commit- 
tee three members of the Kansas Medical Society 
Committee on Control of Cancer. 

5. The president of the Kansas Medical Society in 
May of each year shall appoint to the Committee on 
Control of Cancer three members for the Kansas 
Division’s Medical and Scientific Committee. There 
shall be no regard or concern if these names overlap. 

6. Before the first of November of each year, the 
Committee on Control of Cancer, at a regular meet- 
ing, shall elect from the membership of the Kansas 
Medical Society, whether these be members of the 
committee or not, two physicians who will serve as 
consultants on any of the subcommittees of the Med- 
ical and Scientific Committee of the Kansas Division 
of the American Cancer Society. 

7. The Committee on Control of Cancer is invited 
to create projects and submit through the Medical 
and Scientific Committee request for appropriations 
of money with which the Committee on Control of 
Cancer may conduct such projects. 

8. The Committee on Control of Cancer is te- 
quested to establish a set of standards for Cancer Pro- 
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grams, supervise, control and suggest budgets for 
such programs. 

9. In general, the Kansas Division shall, without 
referring to the Committee on Control of Cancer, 
raise funds, conduct public education, and disburse 
funds, as approved by the Medical Scientific Com- 
mittee. 

10. Wherever the medical aspect enters, the Kan- 
sas Medical Society will be consulted by the Kansas 
Division of the American Cancer Society through the 
established channels. 

Resolution No. 24—recommended each compo- 
nent society establish a standard basic disaster unit. 

Resolution No. 25—authorized the Committee 
on Fee Schedule to continue its study on results of the 
survey of a few months ago and to report its findings 
and recommendations at the next meeting of the 
House of Delegates. 

Resolution No. 26—recommended that a sum- 
marty of committee meetings be published in the 
JOURNAL. 

Resolution No. 27—authorized the Kansas Vol- 
untary Hospital Advisory Commission to be expand- 
ed at the request of the Kansas Hospital Association 
to include an examination in areas outside profes- 
sional services and that examination be conducted 
by the hospital members on the Commission. 

Resolution No. 28—approved a policy for the 
Kansas Voluntary Hospital Advisory Commission 
that hospitals approved by the National Commission 
be approved by the Kansas Commission and that only 
hospitals ineligible for national approval be ex- 
amined for subsequent approval upon their own 
request. 

Resolution No. 29—authorized the Committee on 
Industrial Medicine to work with the Kansas Legis- 
lative Council toward the revision of the Workmen’s 
Compensation Law. 

Resolution No. 30—repetition of a motion to in- 
terest the Society in the field of education generally 
whether relating to health or not was adopted. 

Resolution No. 31—authorized Membership Ori- 
entation Committee to prepare material for distri- 
bution to prospective members in Kansas acquaint- 
ing them of facilities available to the practice of med- 
icine in the care of patients. 

Resolution No. 32—requested the Delegates from 
Kansas to the American Medical Association to rec- 
ommend the pharmaceutical industry of the United 
States be approached in an effort to acquaint detail- 
men with the problem of federal medicine so they 
might advise physicians upon whom they call of the 
danger involved in certain types of federal legisla- 
tion currently being considered by the Congress. 

Resolution No. 33—recommend each county so- 
ciety to conduct a survey on problems and facilities 
for the aged population within the county. 
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Resolution No. 34—1ecommended each compo- 
nent society to utilize all possible public relations 
media for establishing better public relations. 

Resolution No. 35—requested each component 
medical society to appoint at least one member to 
serve in a liaison capacity between the local society 
and the state committee on Public Relations. 

Resolution No. 36—tequest the Committee on 
Constitution and Rules to determine whether it would 
be feasible to elect a councilor one full year prior to 
his term of office and that the Committee shall report 
at the next meeting of the House of Delegates. 

Resolution No. 37—resolved that guest speakers 
at State Meetings would be authorized an honorarium 
in the future. 

Resolution No. 38—approved the format for the 
Wichita meeting in 1961. 

Resolution No. 39—this resolution introduced by 
the Wyandotte County Medical Society on the rela- 
tionship of certain specialties with the hospitals was 
referred to the Committee on Public Policy for study 
and a preparation of a suitable resolution at the next 
session of the House of Delegates. 

Resolution No. 40—resolved that the Kansas 
Medical Society does not favor the passage of a regu- 
lation by the State Board of Health requiring hos- 
pital and private laboratories to report the names of 
individuals having reactive serologies to the Board 
of Health. This information can only be properly 
given by the attending physician. 

Resolution No. 41—resolved that invitations to 
attend future meetings of the Council of the Kansas 
Medical Society in position of auditors without vote 
would be sent to the dean of the University of Kansas 
School of Medicine or his representative, the presi- 
dent of Blue Shield or his representative, the secre- 
tary of the State Board of Health or his representa- 
tive, all past presidents of the Society and a repre- 
sentative to be selected by the officers of each or- 
ganized specialty group in Kansas. 

Resolution No. 42—approved all minutes of the 
Executive Committee, the Council, the regular and 
special committees as amended by this body. 

Resolution No. 43—approved the report of the 
Reference Committee. 

Resolution No. 44—expressed the heart-felt 
thanks of the Society to the Reno County Medical 
Society and the Reno County Woman’s Auxiliary for 
their planning, preparation and the conduct of a most 
wonderful meeting. 

Resolution No. 45—gave an expression of grati- 
tude to Dr. Henry S. Blake for his services to medi- 
cine through the Council on Medical Service. 

Resolution No. 46—expressed thanks to the 
Hutchinson Chamber of Commerce for the many 

(Continued on page 370) 
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Committees for 1960-1961 


ALLIED 


W. M. Cole, Wellington, Chairman; J. J. Basham, 
Fort Scott; M. L. Belot, Jr., Lawrence; H. O. Bullock, 
Independence; A. R. Chambers, Iola; F. J. Eckdall, Em- 
poria; F. B. Emery, Concordia; J. H. Gilbert, Seneca; 
D. A. Huebert, Wichita; J. B. Pretz, Kansas City; D. J. 
Smith, Overland Park; N. C. Smith, Arkansas City; 
M. O. Steffen, Great Bend. 


ANESTHESIOLOGY 


Wray Enders, Kansas City, Chairman; H. J. Brown, 
Winfield; E. L. Frederickson, Kansas City; M. R. 
Knapp, Wichita; R. S. McKee, Leavenworth; W. O. 
Martin, Topeka; A. W. Mee, Wichita; W. F. Powers, 
Wichita; L. J. Ruzicka, Concordia; H. F. Spencer, 
Emporia; J. R. Sumner, Hutchinson; E. T. Wulff, 
Atchison. 

AUXILIARY 


C. O. West, Kansas City, Chairman; H. L. Barry, 
Wichita; C. V. Black, Pratt; W. T. Braun, Pittsburg; 
V. E. Brown, Sabetha; J. G. Claypool, Howard; L. G. 
Glenn, Protection; L. G. Graves, St. John; E. M. 
Harms, Wichita; B. A. Nelson, Manhattan; R. E. 
Pfuetze, Topeka; H. A. Tretbar, Wichita; C. L. Young, 
Kansas City. 


BLuE SHIELD RELATIONS 


O. R. Cram, Jr., Larned, Chairman; P. L. Beiderwell, 
Belleville; F. J. Bice, Wakeeney; C. W. Bowen, Tope- 
ka; R. E. Capsey, Centralia; C. W. Erickson, Pittsburg; 
G. W. Fields, Scott City; W. H. Fritzemeier, Wichita; 
A. C. Hatcher, Wellington; P. E. Hiebert, Kansas City; 
H. P. Jones, Lawrence; W. R. Lentz, Seneca; J. L. Mor- 
gan, Emporia; J. R. Neuenschwander, Hoxie; H. R. 
Schmidt, Newton; B. G. Smith, Arkansas City; R. K. 
Wallace, Manhattan; E. R. Williams, Dodge City. 


WELFARE 


R. L. Dreher, Salina, Chairman; M. J. Blood, 
Wichita; R. D. Boles, Dodge City; M. S. Boyden, 
Lawrence; W. H. Crouch, Topeka; D. R. Davis, Em- 
poria; F. A. Gans, Salina; T. C. Hurst, Wichita; A. C. 
Irby, Fort Scott; G. F. Jordan, Jr., Wichita; H. P. 
Jubelt, Manhattan; W. F. McGuire, Wichita; E. A. 
Martin, Parsons; P. T. Schloesser, Topeka; R. N. 
Shears, Hutchinson; C. J. Winter, Jr., Kansas City; 
T. E. Young, Topeka. 


CONSERVATION OF EYESIGHT 


J. E. Hill, Arkansas City, Chairman; B. J. Ashley, 
Topeka; F. N. Bosilevac, Kansas City; E. J. Bribach, 
Atchison; L. L. Calkins, Kansas City; D. O. Howard, 
Wichita; M. S. Lake, Salina; D. T. Loy, Great Bend; 
H. E. Morgan, Newton; W. M. Scales, Hutchinson; 
E. T. Siler, Hays; D. P. Trimble, Emporia; D. D. Ver- 
million, Goodland. 
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CONSERVATION OF HEARING AND SPEECH 


J. A. Budetti, Wichita, Chairman; C. W. Armstrong, 
Salina; R. E. Bridwell, Topeka; H. R. Draemel, Salina; 
E. S. Gendel, Topeka; C. L. Gray, Wichita; W. P. Mc- 
Knight, Wichita; E. E. Miller, Pittsburg; R. G. Mont- 
gomery-Short, Halstead; V. R. Moorman, Hutchinson; 
W. D. Pitman, Pratt; G. O. Proud, Kansas City; 
R. E. Riederer, Olathe; M. J. Ryan, Kansas City. 


CONSTITUTION AND RULES 


A. W. Fegtly, Wichita, Chairman; R. E. Davis, 
Prairie Village; T. C. Ensey, Marion; A. C. Harms, 
Jr., Kansas City; Y. E. Parkhurst, Belle Plaine; A. S. 
Reece, Gardner; G. L. Thorpe, Wichita; M. M. Tin- 
terow, Wichita; C. E. Vestle, Humboldt. 


ConTROL OF CANCER 


L. W. Reynolds, Hays, Chairman; J. P. Berger, 
Wichita; G. L. Campbell, Arkansas City; W. G. 
Cauble, Wichita; A. M. Cherner, Hays; L. K. Crum- 
packer, Wichita; J. C. Dysart, Sterling; A. A. Fink, 
Topeka; W. A. Grosjean, Winfield; H. L. Hiebert, To- 
peka; J. D. Hilliard, Medicine Lodge; W. J. Kiser, 
Wichita; J. R. Kline, Wichita; M. V. Laing, Kansas 
City; C. H. Miller, Parsons; N. C. Nash, Wichita; 
C. R. Openshaw, Hutchinson; D. C. Reed, Wichita; 
R. H. Riedel, Topeka; D. S. Ruhe, Kansas City; 
R. P. Schellinger, Emporia; P. H. Schraer, Concordia; 
B. E. Stofer, Wichita; G. M. Tice, Kansas City, L. E. 
Vinzant, Wichita; H. M. Wiley, Garden City; R. W. 
Wright, Jr., Kansas City. 


ConTROL OF TUBERCULOSIS 


P. R. Carpenter, Kansas City, Chairman; A. L. Ash- 
more, Wichita; A. Baude, Topeka; R. M. Brooker, 
Topeka; J. A. Butin, Chanute; R. I. Canuteson, Law- 
rence; L. H. Coale, Kansas City; R. F. Conard, Em- 
poria; M. J. FitzPatrick, Kansas City; J. K. Fulton, 
Wichita; R. A. Lawson, Chanute; J. L. Morgan, Em- 
poria; J. M. Mott, Topeka; G. W. Nice, Topeka; 
C. Pokorny, Halstead; J. W. Spearing, Columbus; 
C. F. Taylor, Norton; F. A. Trump, Ottawa; P. H. 
Wedin, Wichita. 


EMERGENCY MEDICAL CARE 


F. C. Beelman, Topeka, Chairman; G. L. Ashley, 
Chanute; K. F. Bascom, Manhattan; R. W. Blackburn, 
Council Grove; F. L. Brochu, Kansas City; G. L. Gill, 
Sterling; L.. F. Glaser, Hutchinson; A. J. Horejsi, Ells- 
worth; C.-C. Hunnicutt, Sabetha; H. H. Hyndman, 
Wichita; N. M. Jenkins, Salina; D. S. Klassen, New- 
ton; G. E. Manahan, Lawrence; O. F. Prochazka, Lib- 
eral; R. E. Speirs, Dodge City; J. F. Thurlow, Hays; 
D. P. Trees, Wichita. 


ENDOWMENT 


C. V. Black, Pratt, Chairman; R. A. Nelson, 
Wichita; R. J. Ohman, Dodge City; J. L. Perkins, 
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Hutchinson; J. W. Randell, Marysville; R. Schrepfer, 
Kansas City; F. L. Smith, Jr., Colby; C. C. Underwood, 
Emporia. 

EXECUTIVE 


F, E. Wrightman, Sabetha, president; H. M. Glover, 
Newton, president-elect; G. R. Peters, Kansas City, past- 
president; N. L. Francis, Wichita, first vice-president; 
H. St. C. O’Donnell, Ellsworth, 2nd vice-president; 
J. L. Lattimore, Topeka, treasurer; G. E. Burket, Jr., 
Kingman, secretary. 


Free SCHEDULE 


W. J. Reals, Wichita, Chairman, Pathology; W. R. 
Allen, Kansas City, Radiology; H. J. Brown, Winfield, 
Anesthesiology; J. G. Claypool, Howard, Internal Med- 
icine; G. W. Fields, Scott City, General Practice; W. HE. 
Fritzemeier, Wichita, Dermatology; L. W. Hatton, Sa- 
lina, Psychiatry; J. E. Hill, Arkansas City, Ophthalmol- 
ogy; T. C. Hurst, Wichita, Pediatrics; G. B. Joyce, 
Topeka, Orthopedics; J. G. Kendrick, Wichita, Ob- 
stetrics and Gynecology; W. R. Lentz, Seneca, General 
Practice; W. P. McKnight, Wichita, ENT; P. W. Mor- 
gan, Emporia, Internal Medicine; C. R. Openshaw, 
Hutchinson, Thoracic Surgery; J. E. Roderick, Salina, 
Urology; S. L. Vander Velde, Emporia, Surgery. 


GENERAL PRACTICE AWARD 


W. R. Lentz, Seneca, Chairman; C. W. Bowen, To- 
peka; F. E. Dillenbeck, El Dorado; L. E. Leigh, Over- 
land Park; B. P. Meeker, Wichita; G. P. Neighbor, 
Kansas City; C. A. Newman, Topeka; A. K. Ratzlaff, 
Goessel; S. Zweifel, Kingman. 


GERONTOLOGY 


P. W. Thompson, Topeka, Chairman; J. O. Austin, 
Garden City; L. J. Beyer, Lyons; J. M. Catlett, Em- 
poria; T. Dechairo, Westmoreland; D. M. Diefendorf, 
Waterville; G. M. Edmonds, Horton; H. A. Flanders, 
Hays; V. L. Jackson, Altamont; J. T. Hamilton, Wich- 
ita; A. G. Isaac, Newton; R. McCoy, Coldwater; 
K. McLain Ransom; J. J. Marchbanks, Oakley; R. F. 
Morton, Arkansas City; T. V. Oltman, Riley; J. W. 
Parker, Burlington; D. V. Preheim, Newton; E. S. 
Rich, Newton; D. L. Rose, Kansas City; H. L. Songer, 
Lincoln; C. E. Stevenson, Neodesha; G. A. Surface, 
Ellis. 

History 


R. R. Melton, Marion, Chairman; J. F. Barr, Ottawa; 
H. C. Clark, Wichita; A. W. Corbett, Emporia; O. W. 
Davidson, Kansas City; R. D. Grayson, Overland Park; 
J. G. Hughbanks, Independence; I. A. Koeneke, Hal- 
stead; R. H. Major, Kansas City; H. P. Palmer, Scott 
City; R. A. Schwegler, Lawrence; G. S. Voorhees, 
Leavenworth. 


C. C. Hunnicutt, Sabetha, Chairman; G. B. Athy, 
Columbus; H. G. Bayles, Fredonia; W. M. Campion, 
Liberal; M. D. Christensen, Kiowa; J. D. Colt, Manhat- 
tan; M. C. Eddy, Hays; D. L. Evans, Manhattan; 
F. R. Frink, Lawrence; E. R. Gelvin, Concordia; E. T. 


Gertson, Atwood; J. L. Grove, Newton; G. F. Gsell, 
Wichita; R. H. Hill, Meade; G. H. Keene, Wichita; 
D. B. Parker, Ness City; A. J. Rettenmaier, Kansas 
City; H. B. Russell, Great Bend; C. D. Snyder, Win- 
field; E. B. Struxness, Hutchinson; R. E. White, 
Garnett. 

INDUSTRIAL MEDICINE 


E. C. Sifers, Kansas City, Chairman; V. D. Alquist, 
Baxter Springs; W. L. Anderson, Atchison; J. A. Bu- 
detti, Wichita; A. S. J. Clarke, Prairie Village; C. L. 
Francisco, Kansas City; W. L. Good, Mission; G. S. 
Hopkins, Topeka; J. J. Hovorka, Emporia; C. A. Isaac, 
Newton; J. F. Lance, Jr., Wichita; C. M. Lessenden, 
Topeka; F. L. Loveland, Topeka; R. H. Moore, Lans- 
ing; F. A. Moorhead, Neodesha; A. R. Mueller, Leaven- 
worth; P. C. Nohe, Kansas City; W. F. Powers, Wich- 
ita; H. L. Regier, Kansas City; R. W. Urie, Parsons; 
C. L. White, Great Bend. 


LEGISLATION 


H. M. Glover, Newton, Chairman; (Executive Com- 
mittee plus A.M.A. Delegates). 


MATERNAL WELFARE 


H. M. Floersch, Kansas City, Chairman; A. H. 
Baum, Dodge City; R. M. Carr, Junction City; E. X. 
Crowley, Wichita; H. R. Elliott, Pittsburg; H. M. 
Foster, Hays; E. S. Gendel, Topeka; D. E. Gray, To- 
peka; R. G. Heasty, Manhattan; J. G. Kendrick, Wich- 
ita; J. G. Lee, Jr., Kansas City; E. A. Martin, Parsons; 
O. L. Martin, Salina; M. D. Morris, Topeka; W. R. 
Roy, Topeka; C. E. Shrader, Newton; R. Sohlberg, Jr., 
McPherson; J. C. Schroll, Hutchinson; E. F. Steichen, 
Lenora; T. F. Taylor, Phillipsburg; D. L. Traylor, 
Emporia; H. L. Wilcox, Lawrence; D. H. Wood, Pitts- 
burg; L. E. Woodard, Wichita. 


MEDICAL ASSISTANTS 


K. J. Gleason, Independence, Chairman; W. M. 
Campion, Liberal; J. R. Cooper, Kansas City; M. C. 
Eddy, Hays; T. D. Ewing, Larned; H. L. Hiebert, To- 
peka; C. A. Isaac, Newton; D. L. Marchbanks, Hill 
City; L. F. Schmaus, Iola. 


MEDICAL ECONOMICS 


J. A. McClure, Topeka, Chairman; P. D. Adams, 
Osage City; J. N. Blank, Hutchinson; H. L. Bogan, 
Baxter Springs; K. L. Graham, Leavenworth; J. K. 
Griffith, Winfield; G. E. Kassebaum, El Dorado; M. B. 
Miller, Topeka; B. A. Nelson, Manhattan; L. S. Nel- 
son, Jr., Salina; E. B. Scagnelli, Dodge City; F. G. 
Schenck, Burlingame; R. C. Stanley, Kansas City; 
C. H. Steele, Kansas City; G. C. Steinberger, Abilene; 
W. K. Walker, Sedan. 


MEDICAL SCHOOLS 


N. L. Francis, Wichita, Chairman; R. G. Ball, Man- 
hattan; O. W. Davidson, Kansas City; M. C. Eddy, 
Hays; R. W. Fernie, Hutchinson; D. B. Foster, Topeka; 
L. F. Glaser, Hutchinson; L. G. Glenn, Protection; 
H. P. Jones, Lawrence; L. C. Joslin, Harper; D. Lu- 
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kens, Hutchinson; L. F. McKee, Cottonwood Falls; 
D. Marchbanks, Hill City; B. M. Matassarin, Wichita; 
J. C. Mitchell, Salina; P. W. Morgan, Emporia; J. G. 
Phipps, Wichita; M. Snyder, Salina; Leland Speer, 
Kansas City; N. V. Treger, Topeka; J. R. Twinem, 
Olathe; W. H. Walker, Eskridge; I. J. Waxse, Oswego. 


MEDICARE 


Kansas City Area: J. W. Manley, Kansas City, Chair- 
man; D. L. Berger, Mission; K. L. Graham, Leaven- 
worth; J. G. Lee, Jr., Kansas City; G. J. Pierron, Ola- 
the. 

Manhattan Area: C. J. W. Wilen, Manhattan, Chair- 
man; J. D. Colt, Jr., Manhattan; P. H. Hostetter, Man- 
hattan. 

Salina Area: L. S. Nelson, Sr., Salina, Chairman; 
D. A. Anderson, Salina; R. L. Dreher, Salina; N. M. 
Jenkins, Salina. 

Topeka Area: G. B. Joyce, Topeka, Chairman; L. R. 
Pyle, Topeka; L. L. Saylor, Topeka. 

Wichita Area: C. W. Miller, Wichita, Chairman; 
H. S. Bowman, Wichita; J. G. Kendrick, Wichita; 
B. P. Meeker, Wichita. 


MEMBERSHIP ORIENTATION 


K. L. Garham, Leavenworth, Chairman; J. O. Baeke, 
Overland Park; E. S. Brinton, Wichita; G. W. Cramer, 
Parsons; J. H. McNickle, Ashland; R. H. O’Donnell, 
Ellsworth; R. H. O’Neil, Topeka. 


MENTAL HEALTH 


F. C. Newson, Wichita, Chairman; A. J. Adams, 
Wichita; H. V. Bair, Parsons; A. P. Bay, Topeka; E. P. 
Carreau, Wichita; I. C. Case, Topeka; O. R. Cram, Jr., 
Larned; H. E. Dittemore, Liberal; J. A. Dunagin, To- 
peka; D. Greaves, Kansas City; J. A. Grimshaw, To- 
peka; L. W. Hatton, Salina; J. C. Hirschberg, Topeka; 
G. W. Jackson, Topeka; H. Lazar, Wichita; J. S. Men- 


aker, Wichita; T. F. Morrow, Wichita; D. M. Rosen-— 


baum, Newton; W. F. Roth, Jr., Kansas City; W. C. 
Schwartz, Manhattan; R. E. Switzer, Topeka; P. W. 
Thompson, Topeka; D. R. Wall, Wichita; W. A. War- 
ren, Wichita; H. G. Whittington, Lawrence; M. E. 
Wright, Lawrence. 


NECROLOGY 


O. R. Clark, Topeka, Chairman; D. E. Gray, To- 
peka; R. Greer, Topeka; D. Lawson, Topeka; J. A. 
Segerson, Topeka. 


NOMINATIONS 


T. P. Butcher, Emporia, Chairman; O. W. David- 
son, Kansas City; M. C. Eddy, Hays; B. A. Nelson, 
Manhattan; L. S. Nelson, Sr., Salina. 


PATHOLOGY 


C. J. Weber, Salina, Chairman; R. J. Eilers, Kansas 
City; A. A. Fink, Topeka; C. A. Hellwig, Halstead; 
I. Joffe, Kansas City; W. E. Luedtke, Emporia; W. J. 


Reals, Wichita. 


PERINATAL WELFARE 


W. H. Crouch, Topeka, Chairman; R. D. Boles, 
Dodge City; V. E. Bolton, Kansas City; M. D. Chris- 
tensen, Kiowa; J. M. Graham, Leavenworth; G. F. Jor- 
dan, Jr., Wichita; H. P. Jubelt, Manhattan; R. C. 
Knappenberger, Wichita; O. L. Martin, Salina; R. E. 
Pfuetze, Topeka; L. R. Pyle, Topeka; P. T. Schloesser, 
Topeka; R. N. Shears, Hutchinson; T. E. Young, 
Topeka. 


PosTGRADUATE STUDY 


W. H. Algie, Kansas City, Chairman; G. E. Burket, 
Jr., Kingman; M. H. Delp, Kansas City; D. B. Foster, 
Topeka; S. R. Friesen, Kansas City; T. W. Graham, 
Leavenworth; G. C. Hutchison, Hays; D. Lawson, To- 
peka; D. Lukens, Hutchinson; E. L. Mills, Wichita; 
E. J. Ryan, Emporia. 


Pusiic 


G. R. Peters, Kansas City, Chairman; C. M. Barnes, 
Seneca; C. H. Benage, Pittsburg; W. F. Bernstorf, Win- 
field; T. P. Butcher, Emporia; W. P. Callahan, Wich- 
ita; O. W. Davidson, Kansas City; M. C. Eddy, Hays; 
E. S. Edgerton, Wichita; J. L. Lattimore, Topeka; F. L. 
Loveland, Topeka; N. E. Melencamp, Dodge City; 
C. W. Miller, Wichita; B. A. Nelson, Manhattan; L. S. 
Nelson, Sr., Salina; J. H. A. Peck, St. Francis; L. R. 
Pyle, Topeka; H. N. Tihen, Wichita. 


Pusiic RELATIONS 


L. S. Nelson, Sr., Salina, Chairman; S. A. Anderson, 
Clay Center; C. H. Benage, Pittsburg; T. P. Butcher, 
Emporia; E. W. Crow, Wichita; A. H. Dyck, Mc- 
Pherson; J. L. Lattimore, Topeka; J. W. Manley, Kan- 
sas City; G. Marshall, Colby; C. W. Miller, Wichita; 
L. W. Patzkowsky, Kiowa; J. R. Twinem, Olathe. 


RELATIONS WitH Bar ASSOCIATION 


C. S. Joss, Topeka, Chairman; L. G. Allen, Jr., Kan- 
sas City; C. H. Benage, Pittsburg; T. R. Hamilton, 
Kansas City; J. B. Jarrott, Hutchinson; C. R. Rom- 
bold, Wichita; E. J. Ryan, Emporia; J. A. Segerson, 
Topeka; K. E. Voldeng, Wellington. 


RuraLt HEALTH 


C. R. Svoboda, Chapman, Chairman; P. D. Adams, 
Osage City; V. E. Brown, Sabetha; J. G. Claypool, 
Howard; F. G. Freeman, Pratt; M. F. Frederick, Hugo- 
ton; R. E. Grene, La Crosse; H. W. Hiesterman, Quin- 
ter; P. H. Hostetter, Manhattan; R. L. Krause, Goessel; 
E. E. Long, Humboldt; R. P. McCarthy, Kansas City; 
D. Marchbanks, Hill City; L. W. Patzkowsky, Kiowa; 
D. R. Pierce, Topeka; J. G. Rowlett, Paola; J. Scanlon, 
Horton; M. E. Schulz, Russell; R. R. Snook, McLouth; 
E. F. Steichen, Lenora; M. H. Waldorf, Jr., Greens- 
burg; H. O. Williams, Cheney; D. H. Wood, Pitts- 
burg; E. D. Yoder, Denton. 


SAFETY 


A. L. Nichols, Hiawatha, Chairman; T. G. Duckett, 
Hiawatha; A. C. Eitzen, Hillsboro; J. A. Grove, Newton; 
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A. E. Hiebert, Wichita; J. E. Hill, Arkansas City; C. T. 
McCoy, Hutchinson; J. H. A. Peck, St. Francis; R. R. 
Snook, McLouth; H. E. Snyder, Winfield; H. B. Sulli- 
van, Jr., Shawnee; R. P. Weltmer, Beloit; R. C. Ye, 
Kansas City. 


ScHooL HEALTH 


C. M. Barnes, Seneca, Chairman; M. D. Athon, Over- 
land Park; W. F. Bernstorf, Winfield; V. Branson, 
Lawrence; J. A. Butin, Chanute; W. H. Crouch, To- 
peka; E. S. Gendel, Topeka; E. D. Greenwood, Topeka; 
R. Greer, Topeka; Ralph Hale, Wichita; H. P. Jubelt, 
Manhattan; M. S. Lake, Salina; H. Lutz, Augusta; 
W. C. Menninger, Topeka; R. A. Moon, Prairie Village; 
W. E. Myers, Iola; R. A. Nelson, Wichita; R. R. Snook, 
McLouth; H. R. Wagenblast, Salina. 


STaTE MEETING FORMAT 


H. M. Glover, Newton, Chairman; W. J. Justus, 
Pleasanton; L. H. Leger, Kansas City; J. L. Perkins, 
Hutchinson; R. K. Purves, Wichita; E. J. Ryan, Em- 
poria; R. C. Tozer, Topeka. 


StorMONT MEDICAL LIBRARY 


B. M. Powell, II, Topeka, Chairman; W. L. Fowler, 
Concordia; W. E. Hird, Wichita; N. M. Jenkins, Sa- 
lina; R. Lawson, Topeka; G. A. Lessenden, Lawrence; 
D. S. Lowe, Hiawatha; M. F. Stock, Pittsburg; R. G. 
Weiner, Halstead; R. P. Woods, Topeka. 


Stupy or Heart 


L. F. Schmaus, Iola, Chairman; M. S. Allen, Kansas 
City; D. R. Bedford, Topeka; J. W. Butin, Wichita; 
E. W. Crow, Wichita; C. W. Erickson, Pittsburg; L. H. 
Leger, Kansas City; D. Lukens, Hutchinson; P. W. 
Mogan, Emporia; R. F. Morton, Arkansas City; G. L. 
Norris, Winfield; L. E. Peckenschneider, Halstead; 
H. B. Stryker, Jr., Concordia; D. C. Wakeman, Tope- 
ka; C. J. W. Wilen, Manhattan. 


Official Proceedings 
(Continued from page 366) 


services rendered physicians during their stay in that 
city. 

The new councilor, elected by caucus of the dele- 
gates from each of the involved districts, was then 
announced: 


District No. 1—re-elected E. D. Yoder, M.D., Denton 
District No. 3—re-elected G. R. Maser, M.D., Mission 
District No. 5—tre-elected Ralph G. Ball, M.D., Manhattan 
District No. 8—elected J. G. Claypool, M.D., Howard 
District No. 9—elected J. C. Mitchell, M.D., Salina 
District No. 17—elected J. O. Austin, M.D., Garden City. 


Doctor Peters then presented the gavel to Dr. F. E. 
Wrightman, new president, who adjourned the 
House of Delegates meeting at 3:45 P.M. 


Many Hands 


Many hands and many skills—that’s what it takes 
to operate a hospital and to care for the nearly 24 
million Americans who annually enter hospitals. One 
and a half million persons work in hospitals. 

According to the American Hospital Association 
more people are receiving hospital care than ever 
before, more persons are needed to care for them, 
and more money is spent for patient care. 

Since 1946, annual admissions in all hospitals have 
increased over 50 per cent; the number of employees 
has increased more than 75 per cent; and total ex- 
penditures have increased from just under $2 billion 
to more than $7 billion. 

More peopie are entering hospitals now than ever 
before because more are going to physicians, and 
physicians are caring for many of these patients in 
the hospital—where equipment, supplies, and trained 
teams of workers are centered to aid in diagnosis 
and treatment and to speed recovery. 

There is now an average of 2.2 hospital employees 
for each patient treated in a general hospital, com- 
pared with 1.5 in 1946. Nearly two-thirds of these 
employees work in the professional service depart- 
ments, such as nursing service, operating and de- 
livery rooms, x-ray, laboratories, and pharmacy. The 
others work in the operation and maintenance, food 
service, and administrative areas. 

The number of hospital services grow steadily as 
medical progress moves forward. In fact, new serv- 
ices and expansions of existing services have come 
too fast for the data-gatherers, according to the As- 
sociation. Nearly all hospitals report having diagnostic 
x-ray, Clinical laboratory, electrocardiograph, out- 
patient department, medical records department, 
medical library, and blood bank. But others also re- 
port such services as dental departments, intensive 
cate unit, electroencephalograph, basal metabolism, 
physical and occupational therapy, and many others. 

All of these additional services with their neces- 
sary equipment and staff have affected costs. While 
inflation is also a factor in rising hospital costs, the 
major factor is increased payroll. The higher payroll 
results from the increased number of personnel, the 
increased skills of the personnel, and improved per- 
sonnel policies such as shortened workweek, higher 
salary levels, and health and retirement benefits. 

Payrolls accounts for two-thirds of total hospital 
costs, compared to one-third for industry. But un- 
like industry, the hospital must be ready to function 
24 hours a day, 365 days a year. And the hospital 
cannot automate, except behind the scenes. Direct 
patient care is a personal service, to meet the in- 
dividual human need. 


Emotion has taught mankind to reason.—Vauve- 
nargues 


| 
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The American College of Gastroenterology an- 
nounces that its Annual Course in Postgraduate Gas- 
troenterolgy will be given at the Bellevue-Stratford 
Hotel in Philadelphia, Pa., on 27, 28, 29 October 
1960. 

The faculty for the course will be drawn from the 
medical schools in and around Philadelphia. The sub- 
ject matter to be covered in the course, from a medi- 
cal as well as surgical viewpoint, will be essentially, 
the advances in diagnosis and treatment of gastroin- 
testinal diseases and a comprehensive discussion of 
diseases of the mouth, esophagus, stomach, pancreas, 
spleen, liver and gallbladder, colon and rectum. There 
will be a clinical session at the Albert Einstein Medi- 
cal Center and again this year, in addition to indi- 
vidual papers, there will be panel discussions and 
CPC’s of interest. 

For further information and enrollment write to 


the American College of Gastroenterolgy, 33 West — 


60th Street, New York 23, N. Y. 


Application forms for space in the Scientific 
Exhibit at the Washington, D. C. Clinical Meeting of 
the American Medical Association, November 28 to 
December 1 are now available. They may be procured 
by writing directly to Charles H. Bramlitt, M.D., Di- 
rector, Department of Scientific Assembly, American 
Medical Association, 535 N. Dearborn St., Chicago 
10, Illinois. Applications close on August 1. 

The “Hull” award will be presented for the first 
time at this meeting to the best exhibit on a scientific 
subject which has not been previously shown at a 
medical meeting. The award will consist of a gold 
medal and an honorarium of $250. The winning ex- 
hibit will be approved for showing in the Scientific 
Exhibit at the 1961 Annual Meeting of the AMA 
which will be held in New York City. 
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Announcements 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CaLenpAR. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


Dr. Thomas G. Hull will personally present the 
award to the recipient. 


The Department of Otolaryngology, University 
of Illinois College of Medicine, will conduct a post- 
graduate course in Laryngology and Bronchoesopha- 
gology from October 17 through October 29, 1960, 
under the direction of Paul H. Holinger, M.D. 

Registration will be limited to 15 physicians who 
will receive instruction by means of animal demon- 
strations and practice in bronchoscopy and esopha- 
goscopy, diagnostic and surgical clinics, as well as 
didactic lectures. 

Interested registrants will please write directly to 
the Department of Otolaryngology, University of Illi- 
nois College of Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. 


Applications for certification in the American 
Board of Obstetrics and Gynecology, new and re- 
opened, Part I, and requests for re-examination in 
Part II are now being accepted. All candidates are 
urged to make such application at the earliest pos- 
sible date. Deadline for receipt of applications is 
August 1, 1960. No applications can be accepted 
after that date. 

Candidates are requested to write to the office of 
the Secretary for a current Bulletin if they have not 
done so in order that they might be well informed 
as to the present requirements. Application fee 
($35.00), photographs, and lists of hospital admis- 
sions must accompany all applications. 

As announced in the current Bulletin, ‘after July 
1, 1962, this Board will require a minimum of three 
(3) years of approved progressive Residency Train- 
ing to fulfill the requirements for admission to ex- 
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amination. After the above date, training by Precep- 
torship will no longer be acceptable. Therefore the 
initiation of Preceptorships will not be approved 
after July 1, 1960.” 

Write for further information: Robert L. Faulkner, 
M.D., 2105 Adelbert Road, Cleveland 6, Ohio. 


The Eighth Congress of the Pan-Pacific Sur- 
gical Association will be held in Honolulu, Hawaii, 
September 27 through October 5 in 1960. 

All members of the profession are eligible to 
register and are urged to make arrangements as soon 
as possible if they wish to be assured of adequate 
facilities because of limited space. 

An outstanding scientific program by leading sur- 
geons promises to be of interest to all doctors. Ten 
surgical specialty sections are held simultaneously. 

Further information and brochures may be ob- 
tained by writing to Dr. F. J. Pinkerton, Director 
General of the Pan-Pacific Surgical Association, Suite 
230, Alexander Young Building, Honolulu 13, 
Hawaii. 


Executive ‘Tension Illnesses’ Myth Exploded 


Are executives more prone to certain illnesses than 
nonexecutives? Contrary to popular belief, executives 
do not have a higher incidence of heart conditions 
or tension disorders than other employees with less 
responsibility. In fact, one study of close to 1,400 
employees showed a slightly lower incidence of such 
conditions as hypertension, arteriosclerosis, and myo- 
cardial infarction among executives than nonexecu- 
tives. In another study analyzing the prevalence of 
some 16 medical conditions, only two conditions 
tanked significantly higher among executives. They 
were arthritis and rheumatism and “‘back’’ cases (both 
twice as high). On the other hand, hernias occurred 
almost three times as frequently among nonexecutives. 

Possibly executives are healthier than other workers 
to start with, or have means of releasing tensions, or 
take better care of themselves than other workers. 

However, the popular notion of women as the 
“weaker sex”—in terms of their work record in 
industry—is upheld in the publication. It points out 
that over the past 10 years the number of women 
employed has increased by 50 per cent, to the point 
where there are now 22,000,000 women workers— 
one third of our working force. Of these, 9,000,000 
are married, while 1,000,000 or more are heads of 
families with no employed relatives. 

Heart disease affects workers in the most productive 
years when their skill and experience are of greatest 
use to industry. Yet, despite advances in rehabilitating 
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heart disease sufferers, there is evidence that this 
condition may seriously hamper their employment 
possibilities. 

A survey of industries in Minnesota showed that 
nearly 60 per cent of companies seldom or never hire 
persons with known heart disease and about three 
per cent require cardiac employees to seek work else- 
where. Cited as a “large factor in reluctance of em- 
ployers to hire cardiac patients is Workmen’s Com- 
pensation or group insurance and sick-leave liability 
claims.” 

A new health problem resulting from this increase 
is absenteeism among women workers. In one com- 
pany, for instance, women constituted only slightly 
more than 25 per cent of the working force, yet were 
responsible for 49 per cent of disability cases, 63 per 
cent of weeks lost from work, and 95 per cent of 
excess lost time cases. “Most excessive absenteeism 
was among married women 50 to 20 years old and 
season of greatest absenteeism was summer—when 
children were on vacation from school!” 

Posed as another major medical problem in in- 
dustry is that confronting employees stricken with 
our No. 1 disease—heart disease. 

More and more, however, cardiac patients can and 
do return to work—thanks to an intensified program 
of “rehabilitation, vocational guidance, and selective 
placement.” In the same Minnesota survey, about two- 
thirds of patients surviving attacks returned to their 
former place of employment, and about one-half of 
these to their former job. 


There were 900 more deaths and more than 
50,000 additional injuries on U. S. highways in 1959 
than was the case in 1958. 

Fatalities climbed to 37,600 and more than 2,870,- 
000 were injured as a result of automobile accidents. 

A report has stated that more than 62,000,000 men, 
women, and children have been killed or injured by 
automobiles since they first appeared on the scene. 
More have died on the highways than on our nation’s 
battlefields. More have been injured than in all the 
world’s wars combined. 

By far the single biggest cause of accidents result- 
ing in death or injury was speed. More than 43.1 
per cent of the deaths and 38.8 per cent of the in- 
juries were blamed on speed. Second biggest killer 
was the driver on the wrong side of the road who 
was blamed for 15.9 per cent of the deaths. 

Although making up less than 14 per cent of the 
driving population, drivers under 25 years of age 
were involved in nearly 29 per cent of the fatal acci- 
dents. There were 13,140 young drivers under 25 
involved in fatal accidents during the year—2,010 
were under age 18. 


= 
| 
| 
| 
3 
j 
j 
4 
i 
| 
| 
j 
H 
| 
| 
| 
3 
5 


Dr. Darwin L. Richardson has announced that 
he has leased the Minneola Clinic to Dr. Charles G. 
Stephens, which was effective May 1. 

Dr. Richardson and his family came to Minneola 
in 1951 and established a medical practice in the new 
clinic building that had been built by the people of 
the community. Dr. Richardson leaves the commu- 
nity to establish a new clinic and hospital at DeLeon, 
Texas. 


Dr. C. J. Cavanaugh, Great Bend radiologist, ad- 
dressed the Kansas Society of X-ray Technicians in 
convention at the Silver Spur motel in Dodge City, 
April 29 and 30. His subject was “Gall Bladder 
Techniques,” a part of the scientific program. 


Gov. George Docking recently appointed Dr. 
A. A. Fink, Topeka, to the Kansas State Board of 
Health. Dr. Fink replaces Dr. T. E. Young, Topeka, 
who had resigned. 

The governor reappointed three other members to 
the board—W. E. Fraese, Hutchinson; Dr. A. M. 
Herman, Hays, and Dr. Richard Nelson, Lawrence. 
All will serve three-year terms. 


Dr. Colby Herbert Munger, 79, Emporia, Di- 
rector of the Lyon County Health Unit for the past 
28 years, was an honored guest at the convention of 
the Kansas Public Health Association in Wichita. 
Special recognition was given at a convention dinner 
to Dr. Munger for meritorious service in the interest 
of public health. 

Dr. Munger has headed the Lyon County Health 
Unit since 1932. It has the record of being the oldest 
continuously operated county health unit in Kansas, 
and did outstanding work in the mid-1950’s in ad- 
ministering the Salk vaccine for polio immunization. 
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Dr. Roy A. Lawson, superintendent, Southeast 
Kansas Tuberculosis Hospital, attended the annual 
meeting of the National Tuberculosis Association in 
Los Angeles, May 16-20. 

Tuberculosis and other respiratory diseases, which 
constitute the major cause of loss of time from work 
and school in the United States today, were the focus 
of attention at the meeting. 


Drs. A. W. Fegtly, Clyde W. Miller, and 
George L. Thorpe were among those attending the 
American Academy of General Practice meeting in 
Philadelphia, March 21-24. 


A special citation for contributions to education has 
been awarded Dr. L. B. Spake by the speech and 
drama department of University of Kansas. 

The award was made at the annual honors banquet 
of the department in Lawrence. 

Dr. Spake was honored for establishing the speech 


and hearing laboratory at University of Kansas Medi- 


cal Center here at his own expense 13 years ago. The 
teaching department he founded now offers the Ph.D. 
degree. 


Dr. John L. Lattimore, Topeka, addressed a joint 
dinner meeting of the Community Memorial Hos- 
pital medical staff and the board of trustees in Marys- 
ville. 

The dinner was in observance of National Hos- 
pital Week. Dr. Lattimore’s subject was ‘‘Medico- 
Legal Medicine.” 


Dr. P. J. O’Connell, Kansas City, was honored 
recently at a mass and reception celebrating his 50th 
year as a practicing physician at St. Mary’s hospital, 
Kansas City, Mo. 

Staff members and other physicians attended the 
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NEW MEMBERS 


The Journat takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


Donald C. Coldsmith, Robert H. Kurth, M.D. 
M.D. 4508 W. 74th Terrace 

1024 West 12th Prairie Village, Kansas 

Frank J. Kutilek, M.D. 


8927 W. Central 


Peter D. Fleming, M.D. 
Wichita 12, Kansas 


Menninger Foundation 
Topeka, Kansas 


Hans Lettner, M.D. 
Richard A. Gruendel, Hutchinson, Kansas 
M.D. 
1808 N. 49th George J. Mastio, M.D. 


959 N. Emporia 
Wichita 14, Kansas 


Herbert C. Medlin, M.D. 


Kansas City, Kansas 


Frederick H. Hartwig, 


yy d Menninger Foundation 

Kansas City, Missouri Topeka, Kansas 
Donald C. Rorabaugh 

Robert W. Hughes, M.D. 


M.D. 
417 N.W. Third 
Abilene, Kansas 


John W. Schmaus, M.D. 
St. Francis Hospital 
Wichita 14, Kansas 


1610 W. 22nd Terrace 
Lawrence, Kansas 


Eugene C. Hwa, M.D. 
St. Francis Hospital 
Wichita, Kansas 


mass and reception at the hospital. Dr. O’Connell has 
been a member of the St. Mary’s staff since 1909, one 
year before he was graduated from medical school. 
He is a general practitioner. 


An abstract of the article ‘‘Cardiac Resuscitation” 
by Drs. Alfred M. Tocker, Van S. Parmley, Agus- 
tin Arbulu, H. M. Holladay and Irene Gleichman, 
R.N. (which appeared in the October and November 
1959 issues of the JOURNAL) was published in the 
May 1960 issue of The International Surgical Digest 
(Vol. 69, No. 5, pp. 263-265). 


Dr. Tocker presented the following paper before 
the Twelfth Annual Meeting of the Southwestern 
Surgical Congress in Las Vegas, Nevada on March 
28, 1960: “Selective Pulmonary High Carcinolytic 
Agent Concentration in Treatment of Bronchogenic 
Carcinoma.” It was prepared by Drs. Alfred M. 
Tocker, David Givner, William J. Reals; L. E. 
Dietrich, Jr., D.V.M.; and Charles Schnitzler, 
D.V.M. 


Dr. Donald L. Cooper, physician at Kansas State 
University’s student health service, has been named 
director of student health at Oklahoma State Univer- 
sity, effective July 1. 

A 1953 graduate of the Kansas University Medi- 
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cal School, Dr. Cooper was in private practice at Ft. 
Scott before he entered the Air Force for two years. 
He was in private practice at Manhattan for a year 
before joining the K-State staff in 1957. 

Dr. Cooper has served as team physician at K-State 
and he will be team physician at Stillwater. 


Increased support for influenza research to permit 
investigators to take advantage of the study oppor- 
tunities afforded by the current influenza outbreaks 
has been announced by Surgeon General Leroy E. 
Burney of the Public Health Service. 

Methods to stimulate research during the current 
influenza season and to encourage long-range research 
in influenza and related diseases were developed 
when Dr. Burney called together the Service’s Com- 
mittee of Investigators which is composed of some of 
the Nation’s leading authorities on influenza and re- 
lated diseases. The meeting was held at the National 
Institutes of Health. 

Members of the Committee agreed to accelerate 
their own research during this influenza season and 
to encourage other investigators to conduct influenza 
studies. All influenza research projects will receive 
special review at the National Institutes of Health, 
and qualified projects will be approved rapidly. 

Types of problems cited by the Committee as need- 
ing study are: 

a. Assessment of the value of vaccine given in the 
1957 epidemic as to its possible degree of protection 
at the present time; 

b. The present degree of immunity of unvaccinated 
individuals who had influenza in the 1957 epidemic; 

c. The physiological effects of influenza on cardio- 
vascular and respiratory systems; 

d. The neuromuscular effects of influenza. 

Investigators who participated in studies during 
the 1957 epidemic have been alerted to the acceler- 
ated project review and approval mechanism. 

The Committee of Investigators was established on 
the recommendation of the Surgeon General’s Ad- 
visory Committee on Influenza Research. The In- 
fluenza Research Committee continued to function 
after the Asian Influenza Epidemic of 1957. It 
stressed that one of the major problems of influenza 
research is to maintain a competent corps of investi- 
gators with a continuing interest in research in this 
disease between epidemic periods. A plan for a 
Committee of Investigators with continuing interest 
in influenza research was approved by the Councils 
of the National Institutes of Health and by the Sur- 
geon General in the fall of 1959. 


He has a hard heart who does not love in May.— 
Guillaume de Lorris 
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Looks at 


ScHoo. SpeEps Ur on Docrors 


Northwestern University’s medical school, now 
100 years old, has decided upon a new curriculum 
for the school year beginning in 1961. Medical train- 
ing will be streamlined, reducing to six years the 
time it takes between high school graduation and the 
award of an M.D. degree. The time formerly has 
been seven to eight years. 

Granting that this will be at no loss of knowledge 
and skills acquired by the future doctor during his 
school career, it sounds like a part of the answer to 
the call for a faster production of doctors. 

Population projections, compared with the rate of 
medical school graduations, have been suggesting 
that the country presently will be short of enough 
doctors to tend the sick. More and bigger medical 
schools have been suggested along with relaxation of 
present rules about admitting foreign trained doctors 
to American practice. 

The Northwestern idea of graduating doctors one 
or two years ahead of the present time will make a 
contribution to the need. Whether it will be enough 
of a contribution is doubtful—Wéichita Eagle, April 
19, 1960. 


Untit THE Doctor CoMEs 


A recent news story in The Daily Capital reported 
Valley Falls (Pop. 1,165) is a town without a doctor. 
Its mayor expressed the opinion that the town has 
lost doctors because ‘we didn’t provide them with a 
nice well-equipped ‘office.”’ 

Valley Falls’ problem of obtaining and keeping a 
general practitioner is one that is faced by many of 
our smaller towns. This situation is recognized by 
various groups, including our own University of 


The Kansas Press 


Medicine 


Editor’s Note. In this section the JourNaL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


Kansas School of Medicine which encourages some 
of its graduates to settle in smaller communities. 
Farm organizations also have been trying to channel 
doctors to small towns with loans and other incentives. 

Many young doctors, however, choose metropoli- 
tan areas or medium-sized cities for various reasons. 
They want to specialize, to be near hospital facilities 
and laboratories, where other doctors are present to 
help carry the night-call load and for consultation. 

The scope of the problem of getting medical talent 
to small communities is evidenced by the fact that in 
the year ended last June 30, the Physician Placement 
Service of the American Medical Assn. received re- 
quests from 976 towns of under 1,000 population for 
assistance in finding physicians.—Topeka Daily Cap- 
ital, May 7, 1960. 


‘Or Doctors AND THE PREssS 


BY TED BLANKENSHIP 


I had the good fortune at the recent meeting of the 
Kansas Medical Society to talk to an officer of the 
organization. 

Our conversation eventually got around to a favor- 
ite subject of reporters, the poor relations between 
physicians and the press. 

I was happy to discover that the doctor, from one 
of Kansas’ larger cities, was sympathetic. 

“TI think you do well considering the reluctance of 
many doctors to talk to representatives of the press,” 
he said. 

He said he thinks doctors ethically can be quoted 
by name if the subject is of genuine newsworthiness 
or if the article contributes to the public health and 
welfare. 

He went on to say that no doctor should seek pub- 
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licity for the gain of his practice. This is frowned 
upon by all doctors. 


CARRIED TO EXTREME 


He admitted, however, that some county medical 
societies carry the self-imposed ban on advertising to 
the extreme. 

Although advertising is not ethically desirable for 
physicians, he said, there is no point in shutting out 
all legitimate avenues of information to the public. 

The doctor said that often it is some isolated case 
which causes a physician to be careful about what he 
tells a reporter. 

He told me about a personal experience he had as 
a small-town doctor several years ago. 

An inexperienced young female reporter spent 
much of her time at the local hospital writing about 
cut fingers and other trivia. 

The doctor avoided her when possible because she 
had developed a reputation for sloppy reporting. 


FELL AT SCHOOL 


A boy had fallen at school. The doctor examined 
him without X-ray because he was going to bind him 
around the middle in any case. It was pretty certain 
the boy had some broken ribs. 

Just as he was ready to drive away in his car the 
reporter cornered him. 

“Did the boy have any broken ribs,” she asked. 

A little perturbed at being detained, the doctor re- 
plied jokingly, “If he doesn’t have some broken ribs, 
he has some that are pretty badly bent.” 

With that, he drove off. 

That afternoon the paper came out with these head- 
lines: “Boy Suffers Bent Ribs.” 

He never joked with reporters again.—Hutchinson 
News, May 9, 1960. 


Blue Shield 
(Continued from page 356) 


Others Elected 


Other officers elected at the Sunday meeting in- 
clude Dr. E. Burke Scagnelli, Dodge City, 1st Vice- 
President; Dr. Robert K. Purvis, Wichita, 2nd Vice- 
President, and Dr. Charles S. Joss, Topeka, Secretary. 

New trustees elected include Dr. W. H. Walker, 
Eskridge, and Dr. Carl C. Gunter, Quinter. One 
physician from each of the 17 Medical Society Coun- 
cilor Districts serves on the Board, as do four repre- 
sentatives of the membership, elected by the Blue 
Cross-Blue Shield State Member Council organiza- 
tion. 

Dr. Francis Collins, a past President-of Kansas 
Blue Shield and a member of the Board and its Ex- 
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ecutive Committee for the past nine years, retired 
from the Board on May 1. He was given special 
honors at the Board meeting in Hutchinson and re- 
ceived an engraved plaque from the organization. 


A.M.A. Industrial Health Congress 


Representatives of industry, agriculture, medicine, 
and governmental agencies will gather in Charlotte, 
N. C., Oct. 10-12, for the the 20th Congress on In- 
dustrial Health. 

To be held at the Hotel Charlotte, the congress is 
sponsored by the American Medical Association's 
Council on Occupational Health and is held each 
year as a means of furthering the development and 
maintenance of high medical standards in industry 
and on the farm. 

Established in 1938, the council supports safe and 
healthful working conditions for employees through 
medical supervision of workers, control of environ- 
ment, health education, and counseling, according to 
Dr. B. Dixon Holland, council secretary. 

The congress programs are primarily directed to- 
ward the general practitioner, whom, it is estimated, 
handles close to 90 per cent of all the occupational 
medical practice in the nation. 

Among the topics to be discussed during the three- 
day conference are occupational health in agriculture, 
mental and emotional health in industry, problems 
in dermatitis in farm and industry, and occupational 
health problems in small employee groups. 

Cooperating sponsors include the Medical Society 
of North Carolina, North Carolina Governor's Coun- 
cil on Occupation Health, Mecklenburg County Medi- 
cal Society, and the Greater Charlotte Occupation 
Health Council. 


In traveling around the United States, I have been 
made aware of a melancholy tension. The questions 
people ask are not related to their personal incomes 
or the need to find better ways to amuse themselves. 
They want to know how to overcome their sense ot 
personal futility on the big issues. . . . This is the 
great American problem of 1960, not the steel strike 
or inflation or farm subsidies or TV quiz shows. The 
individual would like to become relevant but doesn’t 
know where to take hold or what to do even if he 
could take hold.—Norman Cousins 


Functiénalism in architecture must not serve as 
an excuse for ugliness. If we do not live in beauty, 
surrounded by beauty, we shall lose the idea of 
beauty and with it the idea of goodness.—Frank- 


‘Lloyd Wright 
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Obituaries 


ALBERT BAIRD, M.D. 


Dr. Albert Baird, 57, Parsons, died May 14, in St. 
Francis Hospital after a brief illness. 

He was born July 15, 1902, in Kentucky, and was a 
physician in the Parsons area for many years. 

He received his medical degree from the Eclectic 
Medical College in Cincinnati, Ohio, in 1927. He be- 
came a member of the Society in 1933 and was a mem- 
ber of the Labette County Medical Society at the time 
of his death. 

Dr. Baird was a member of the Episcopal church. 

He is survived by his wife and a daughter. 


LOE ALBRIGHT SUTTER, M.D. 


Dr. Loe Albright Sutter, 76, of Wichita, retired phy- 
sician and surgeon, died unexpectedly April 26 at Wes- 
ley Hospital. 

Dr. Sutter was born June 13, 1883, at Leon, Kansas. 

He was a member of First Seventh Day Adventist 
Church, Wichita Masonic Lodge and Sedgwick County 
Medical Assn. and was co-founder and charter mem- 
ber of Wichita Gun Club. 

He attended University of Colorado, Boulder, and 
served his internship at Massachusetts General Hospi- 
tal, Boston. Before coming to Wichita from New York 
in 1914 he was on the staff of Bellevue Hospital, New 
York City. 


Survivors include his wife, three half brothers, a: 


sister, and a half sister. 


CHARLES S. HUFFMAN, M.D. 


Dr. Charles S. Huffman, widely known Kansas phy- 
sician, who was former lieutenant governor, adjutant 
general and state senator, died May 6 in a Columbus 
hospital after an extended illness. He was 94. 

In 1949 the Kansas Medical Society held a ceremony 
designating him the “Kansas Doctor of the Year.” He 
was chosen for this honor from among candidates pre- 
sented by most of the county medical societies. 

He was born Oct. 8, 1865, at Vincennes, Ind. With 
his parents he came to Kansas in a covered wagon, 
arriving in Cherokee County in 1874. The family set- 
tled on a homestead a few miles west of Columbus. 
After finishing high school, he taught for several years 


in Cherokee County and then entered the Missouri Med- 
ical College at St. Louis. He received his M.D. degree 
in 1890 and began the general practice of medicine at 
Columbus. In the Spanish-American War he was medi- 
cal officer in the 20th Kansas Regiment of Volunteers 
and served in the Senate 16 years. He was elected lieu- 
tenant governor in 1918 and re-elected in 1920. He 
gave much attention to secure legislation for public 
health, medical schools and hospitals. 

In 1903 he was selected secretary of the Kansas 
Medical Society. Annual re-elections followed, and he 
served 15 years in the office. He was then elected presi- 
dent of the society. 

Named by Gov. Paulen as chairman of the State 
Board of Administration, Dr. Huffman served six years 
in the work of administering the affairs of state insti- 
tutions. 

Dr. Huffman is survived by a daughter and a grand- 
son. 


E. H. CLAYTON, M.D. 


Dr. E. H. Clayton, practicing physician in Arkansas 
City for more than 50 years, and a loyal supporter of 
the cities baseball program, died unexpectedly May 10 
of an apparent heart attack. 

Dr. Clayton had been actively engaged in his prac- 
tice, keeping some office hours, since an illness in Febru- 
ary. He maintained an office in the A. C. Office Build- 
ing. In the early days he shared an office with the late 
Dr. C. R. Spain. 

Dr. Clayton came to Arkansas City from Chicago in 
1909 following his graduation from the Illinois Uni- 
versity Medical School, and an internship in Lakeside 
Hospital, Chicago. He has been a practicing physician 
here ever since. 

Dr. Clayton was a member of the Cowley County 
Medical Association, the Memorial Hospital Staff and 
the Arkansas City Academy of Medicine, devoting his 
entire life to the health of the community. 

During World War I he was a captain in the Medi- 
cal Corps, stationed at Vancouver, Washington. 

A member of Trinity Episcopal church since he first 
came to Arkansas City, Dr. Clayton was active in its 
support, was a former vestryman, and a prominent 
member of the Men’s club. 

Survivors include his wife, two daughters, three sons, 
eight grandchildren, and one great-grandchild. 
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e Kansas Medical Society—1960-1961 
OFFICERS COUNCILORS 
Frederick E. Wrightman, Sabetha District 1.. Emerson D. Yoder, Denton 
Harold M. Glover, Newton J: Kansas City 
Immediate Past President....Glenn R. Peters, Kansas City aed 4. Dick B. ieKee, Pittsburg 
First Vice-President......... - Norton L. Francis, Wichita . Ralph Bell. Manhattan 
istrict 6. 4 
Second Vice-President ........ H. St. Clair O’Donnell, Ellsworth District 7. 
istric 3 chn C. Mitche alina 
Jchn L. Lattimore, Topeka District 10. John N. Blank, Hutchinson 
A.M.A. Delegate, 1960-1962...George F. Gsell, Wichita William J._ Reals, 
istric Albert atcher, eliington 
A.M.A. Alternate, 1960-1962..H. St. Clair O’Donnell, Ellsworth District 13. St. Clair O'Donnell, 
A.M.A, Delegate, 1961-1963...Lucien R. Pyle, Topeka District 14. ..- Clair J. Cavanaugh, Great Bend 
A.M.A. Alternate, 1961-1963..Glenn R. Peters, Kansas City Glenn, Protection 
Chairman of Editorial Board..O: ville R. Clark, Topeka John O. Garden City 
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Society President Secretary 
Chase....ceccceesescceecrrrreeccerees . lacob Hinden, Strong City 
Jones, COMMING. 60.00 if. L. Bogan, Baxter Springs 
viens S. A Clay Forrest D. Taylor, Clay Center 
Dickinson. Fred Dozier, Roger D. Warren, Enterprise 
Emerson D. Yoder, Robert L. Corder, Highland 
foward L. Wilcox, S. Reed, Lawrence 
M. Dale Atwood, Kinsley. G. Meckfessel, Lewis 
J. W. Turner, Garden Robext M. Fenton, Garden City 
Jackson. E. C. Moser, Holton....... M. Ross Moser, Holton 
. C. S. Hershner, Esbon...... .R. M. Owensby, Mankato 
- Kenneth Powell, J. M. Graham, Leavenworth 
ePherson. Weir Piereot, McPherson... . Collier, McPherson 
Marshall. D. M. Dief endorf, Waterville 
Pottawatomie........cccceccesvceccces Fred E. Brown, St. Marys 
Republic. L.. Beiderwell, Belleville. D. Doubek, Belleville 
Sedgwick. Clyde W. Miller, Paul A. Kaelson, Jr., Wichita 
7408 rare W. O. Martin, Richard Beach, Topeka 
L. Huntley, Washington 
Raymond J. Beal, Fredonia............ & * Stevenson, Neodesha 
Wyandotte....... Wray Enders, Kansas ‘Villian W. Abrams, Kansas City 
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NEW FROM 


SEARLE 


INSTANT MIX METAMUCIL 


Psyllium hydrophilic mucilloid with citric acid and sodium bicarbonate 


just pour powder add cool water and it’s 


| it’s mized EFFERVESCENT 


all the advantages of 
smoothage therapy in 
the relief and correction 
of constipation 


e e 
each packet is equivalent to _ stimulates normal peristalsis _ convenient, premeasured- 
one rounded teaspoonful of dose 
uces natural elimination 
delightful mild lemon flavor 
promotes regularity 
e INSTANT MIX METAMUCIL 
keeps stools soft and : 
easy to pass : 16 Packets 
avoids harsh laxatives or 
purgatives 


Oo. E & * Chicago Illinois 
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Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


Lifts depression...as it calms anxiety! 


For geriatric and chronically ill patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 3 tablets q 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol” 


Composition: 1 mg. o-diethylaminoethy! hydrochloride 


(benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of song light-pink, scored tablets. Write for 


literature and 


WALLACE LABORATORIES 


ew Brunswick, N. J. 
cD-763 
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ADVERTISEMENTS 


TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


A biochemical compound Each Kanulase tablet contains Dorase* 
used to diminish intestinal 320 units.combined with pepsin, N.F., 

as in health ersons 150 mg.; glutamic acid HCi, 200 mg.; 
g yp - pancreatin, N.F.,500mg.;oxbileextract, 
and those patients — 100 mg. Dosage: 1 or 2 tablets at meal- 
digestive disorders time. Supplied: Bottles of 50 tablets. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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* ¥ BRAND OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS. 


Dimetane works in 
all symptoms of allergic 
rhinitis; and in urticaria, 
atopic and contact 
dermatitis. The summary 
conclusion of extensive 
Clinical studies to date: 
Dimetane provides 
unexcelled antihistaminic 
potency with minimal 
side effects. 
Forms available: 
_ Extentabs® (12 mg.), 
Tablets (4 mé.), 
Elixir (2 mg./5 ce.). 
Parenteral: Dimetane-Ten 
Injectable (10 mg./cc.) 
or Dimetane -100 
Injectable (100 mg./ce.). 
A. H. Robins Go., Inc., 
Richmond 20, Virginia . 
Ethical 
of Merit Since 


Works! 


(parabromdyiamine 


thereafter, 14 tsp. daily for each 20 Ibs. For 80 Ibs., use 


sulfa therapy suited 
to young tastes 
and 

tempers... 


Employs the N’ acetyl form of KYNEX to impart high CHERRY LIQUID AND 1-DOSE-DAILY 
palatability yet retain single-daily-dose effectiveness and e 
rapid, high sustained action against sulfa-susceptible infec- 
tions. Dosage: first day, 1 tsp. (250 mg) for each 20 lbs.; 
N! Acetyl! Sulfamethoxypyridazine 


adult dosage of 4 tsp. (1.0 Gm.) initially; and 2 tsp. 
(0.5 Gm.) thereafter. Taken once a day—preferably after 
a meal. Supplied: Each tsp. (5 cc.) contains 250 mg. 
sulfamethoxypyridazine activity. Bottles of 4 and 16 fi. oz. ACETYL PEDIATRIC SUSPENSION 


t Lederle ) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED ., 


PEAK BLOOD ORAL ROUTH PROVIDES IMPROVED 
LEVELS HIGHER INITIAL PEAK ANTIBIOTIC 
HIGHER THAN BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 
PENICILLIN V PENICILLIN G COMPLEMENTARITY 


SUPPLY: SYNCILLIN TABLETS—250 mg. and SYNCILLIN TABLETS - 125 mg. 
SYNCILLIN FOR ORAL SOLUTION —60 ml. bottles—when reconstituted, 125 mg. per 5 mil. 
SYNCILLIN FOR PEDIATRIC DROPS—1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 
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— CONSIDER. THESE 6 IMPORTANT THERAPEUTIC ATTRIBUTES OF 


potassium phenethicillin (POTASSTUM PENICILLIN-152) 


ANTIBIOTIC REDUCED SOME STAPH 
ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SYNCILLIN 


TO ORAL DOSE PENICILLINASE IN VITRO 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK ( Sy 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains :, H uid. 
Sulfaguanidine ............. 2 Gm. 
225 mg. 
3 Gm. EFFECTIVE ANTIDIARRHEAL 
Opium tincture ............. 0.08 cc. 


(equivalent to 2 cc. paregoric) 


: Adults: Initially 1 or 2 tablespoons from ° 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: % teaspoon (=2.5 cc.) per 

15 Ib. of body weight every four hours 

day and night until stools are reduced 

to five daily, then every eight hours for 
2 three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink weed 
Ezempt Narcotic. Available on Prescription Only. 
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ADVERTISEMENTS 


‘The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient’s 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’? 


no irritating crystals: uniform concentration in each drop 
STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957. 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5 cc. 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


mo MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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ADVERTISEMENTS 


Squibb Announces 


Chemipen 


Squibb Alpha-Phenoxyethyl Penicillin Potassium 
new chemically improved penicillin 
which provides the highest blood 


levels that are obtainable with oral 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new.chemically im- f 
proved oral penicillin, available for clinical use. 


With Chemipen it becomes possible as well as 
convenient for the physician to achieve and main- Na. 
tain higher blood levels—with greater speed—than ‘ 
those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 

Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance. to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


And the economy for your patients will be of 
particular interest—-Chemipen costs no more 
_ than comparable penicillin V preparations. 

_ Dosage: Doses of 125 mg. (200,000 u.} or 

~ , 250 mg. (400,000 u.), t.i.d., depending on the 

' |" severity of the infection. The usual precautions 
must be carefully observed with Chemipen, as with 

all penicillins. Detailed information is available on 

request from the Professional Service Department. 

Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
Syrup (cherry-mint flavored, nonalco- SQUIBB 
holic), 125 mg. per 5 cc., 60 cc. bottles. 


*Knudsen, E. T., and Rolinson, G. N.: 


Squibb Quality 


Lancet 2: 1105 (Dec. 19) 1959, Priceless Ingredient 
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TRUE “TRANQUILAXANT” 


— 


BRAND OF CHLORMEZANONE 


relieves 

the pain 
and disability | 
of | 
musculoskeletal 

disorders 
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When enthusiastic gardening — or any 
of a host of other pleasant summer ac- 
tivities — brings on low back pain asso- 
ciated with skeletal muscle spasm, your 
patient need not be disabled or even un- 
comfortable for any length of time. The 
spasm can be relaxed with Trancopal, 
and relief of pain and disability follows 
promptly. The patient can usually. con- 
tinue his normal activities while taking 
Trancopal. 


Lichtman’’ used Trancopal to treat pa- 
tients with low back pain, stiff neck, 
bursitis, rheumatoid arthritis, osteo- 
arthritis, trauma and postoperative 
muscle spasm. He noted that Trancopal 
brought satisfactory relief to 817 of 879 
patients (excellent in 268, good in 448, 
fair in 101). ““Chlormethazanone [Tran- 
copal] not only relieved painful muscle 
spasm, but allowed the patients to re- 
sume their normal activities with no in- 
terference in performance of either 
manual or intellectual tasks.” 


Gruenberg* also prescribed Trancopal 
for 70 patients with low back pain and 
observed that it brought marked im- 
provement to all of them. “In addition 
to relieving spasm and pain, with subse- 
quent improvement in movement and 
function, Trancopal reduced restless- 


ness and irritability in a number of pa- 
tients.’* In another series of 193 pa- 
tients Kearney‘ obtained relief with 
Trancopal in 181 patients suffering 
from low back pain and other forms of 
musculoskeletal spasm. 


Trancopal enables the anxious patient 
to work or play. According to Gruen- 
berg, “In addition to relieving muscle 
spasm in a variety of musculoskeletal 
and neurologic conditions, Trancopal 
also exerts a marked tranquilizing ac- 
tion in anxiety and tension states.”* 
Lichtman’ found that his patients in 
anxiety and tension states “... were in 
many instances able to continue their 
normal activities where previously they 


had been considerably restricted in their 


activities.” “. .. Trancopal is the most 
effective oral skeletal muscle relaxant 
and mild tranquilizer currently avail- 
able.” (Kearney )* 


Side effects are rare and mild. “Tran- 
copal is exceptionally safe for clinical 
use.”* In the 70 patients with low back 
pain treated by Gruenberg,’ the only side 
effect noted was a mild nausea which oc- 
curred in 2 patients. In Lichtman’s 
group, “No patient discontinued chlor- 
methazanone [Trancopal] because of 
intolerance.”* 


| 
: 
i 
ABS 
i 
| 
4 
| 
| 
j 


Ir noopa potent muscle relaxant 


effective tranquilizer 


@ In musculoskeletal disorders, effective in 91 per cent of patients.® 
@ In anxiety and tension states, effective in 89 per cent of patients.° 


@ Low incidence of side effects (2.3 per cent of patients). 
Blood pressure, pulse rate, respiration and digestive processes 
are unaffected by therapeutic dosage. It does not affect the 
hematopoietic system or liver and kidney function. 


@ No gastric irritation. Can be taken before meals. 


@ Noclouding of consciousness, no euphoria or depression. 


Indications: 

Musculoskeletal disorders Psychogenic disorders 
Low back pain (lumbago) Dysmenorrhea 

Neck pain (torticollis) Premenstrual tension 
Bursitis Anxiety and tension states 
Fibrositis Asthma 

Myositis Angina pectoris 

Ankle sprain, tennis elbow Alcoholism 

Osteoarthritis 

Rheumatoid arthritis 


Disc syndrome 
Postoperative muscle spasm 


How Supplied: Trancopal Caplets® 
GRD 200 mg. (green colored, scored), bottles of 100. 
GED 100 meg. (peach colored, scored), bottles of 100. 


Dosage: Adults, 200 or 100 mg. orally three or four 
times daily. Relief of symptoms occurs in from fifteen to 
thirty minutes and lasts from four to six hours. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 
4:28, Oct., 1958 + 2. Lichtman, A. L.: Scientific Exhibit, Internat. 
Coll. Surgeons, Jan. 4-7, 1959, Miami Beach, Fla. + 3. Gruenberg, F.: 
Current Therap. Res. 2:1, Jan., 1960 « 4. Kearney, R. D.: Current 
Therap. Res. 2:127, April, 1960 + 5. Collective Study, 

Department of Medical Research, Winthrop Laboratories. 


New York 18, N.Y. 
TRANCOPAL (BRAND OF CHLORMEZANONE) AND CAPLETS, TRADEMARKS REG. U.S.PAT. OFF. PRINTED IN U.S. A. 


PROFESSIONAL MODELS USED FOR PHOTOGRAPHS. COPYRIGHT, 1960, WINTHROP LABORATORIES 1474M 
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WHEN 

THE PATIENT 

WITHOUT 
ORGANIC DISEASE 
COMPLAINS OF constipation, 

F flatulence, belching, 


‘CONSIDER biliary dysfunction and NEO 


_ NEOCHOLAN® 
Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 PITMAN-MOORE COMPANY 


Homatropine methylbromide 1.2 mg.; Phenobarbital Tf M DIVISION OF ALLIED LABORATORIES, INC. 
8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS, INDIANA 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as calms anxiety! 


Smooth, balanced action lifts depression as 


it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 8 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 


Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


4 WALLACE LABORATORIES / New Brunswick, N. J. 
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Maximal Absorption 
Acid stable, highly soluble 


Maximal Blood Levels 
Maximal Flexibility 


May be administered without regard to meals. 
However, highest absorption is achieved 
when taken just before or between meals. 


Maximal Oral Indications 


Indicated in infections caused by 
streptococci, pneumococci, susceptible 
staphylococci, and gonococci 


DOSAGE: For moderately severe conditions, 125 to 250 
mg. three times daily. For more severe conditions, 500 
mg. as often as every four hours around the clock. 


NOTE:. To date, MAXIPEN has not shown less allergic 
reactions than older oral penicillins. Usual precautions 
regarding penicillin administration should be observed. 


SUPPLIED: MAXIPEN TABLETS, scored, 125 mg. (200,000 
units), bottles of 36; 250 mg. (400,000 units), bottles of 
24 and 100 tablets. MAXIPEN FOR ORAL SOLUTION; re- 
constituted each 5 cc. contains 125 mg. (200,000 units), 
in 60 cc. bottles. 


COMPARATIVE ORAL SERUM LEVELS” 
Fasting and Non-Fasting States / 250 Mg. Dose 


*Based on 3294 individual serum antibiotic deter- 
minations. Complete details available on request. 


MAXIPEN, the orally maximal penicillin, 
is a triumph of man over molecule; a 
product of Pfizer Research 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


él Roerig Announces... 
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x! 
THE ORALLY MAXIMAL PENICILIIN 
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j penicilin V potassium, Fast 
4 penicillin V potassium, Non-Fast 
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ALPEN is the oral penicillin that provides on a fasting stomach 
peak antibiotic blood levels approximately twice as high as oral potas- 
sium penicillin V...and significantly higher than I. M. penicillin G. 


Some strains of staphylococci resistant to other penicillins exhibit in 
vitro sensitivity to potassium phenethicillin. 


ALPEN has greater freedom from the G. I. sequelae (overgrowth of 
resistant flora) sometimes observed with broad spectrum -mycins. 


ALPEN gives much higher antibiotic levels within the first hour of 
ingestion by the well-tolerated oral route. 


WHEN TO USE ALPEN Recommended in the treatment of infec- 
tions caused by pneumococci, streptococci, gonococci, coryne- 
bacteria, and penicillin-sensitive staphylococci. 

HOW TO USE ALPEN Depending on the severity of the infection, 
125 mg. (200,000 units) or 250 mg. (400,000 units) three times 
daily may be used. In more severe or stubborn infections, a dos- 
age of 500 mg. (800,000 units) t.i.d. may be employed. In beta 
hemolytic streptococcal infections, treatment should be con- 
tinued for at least ten days. 

PRECAUTIONS The usual precautions in the administration of 
oral penicillin should be observed. For further details see pack- 
age literature. 

Tablets: 125 mg. and 250 mg., bottles of 25 and 100. Powder for 
Oral Solution (lemon-lime flavored), 1.5 Gm. bottle (125 mg. per 
5 ec. teaspoonful). 


this the tablet 
that gives higher peak 


antibiotic blood levels 


HIGHER THAN I. M. PENICILLIN G 
HIGHER THAN POTASSIUM PENICILLIN V 


ALPEN™— potassium phenethicillin 
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4 CAMP 


anorectic-ataractic 
surgical supports 


complete stock for men & women 
e graduate fitters 
e hospital fittings 


| meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets | ¢ special supp orts 
made to order 


FOR THERAPY | | 
OF OVERWEIGHT PATIENTS 


Kansas City 6, Mo. 


= d-amphetamine depresses appetite and 
elevates mood 


= meprobamate eases tensions of dieting 
(yet without overstimulation, insomnia or — 


barbiturate hangover). Prairie ; View Hospital 


i 
| Dosage: One tablet one-half to one hour before each meal. 
Newton, Kansas 


A LOGICAL COMBINATION 
IN Emphasizing a therapeutic milieu and 


APPETITE CONTROL psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 


mittee. 


ooo MALNUTRITION OF 
LES CRAMPS DURING PRESHANCY ? 


OUTMODED AS GODEY’S FASHIONS! 


NEW 


PRENALIN-O 


rRENATAL SUPPLEMENT 


1. Oyster Shell Calcium - Phosphorus Free! 

2. New Form of Iron! 

3. Dry Filled Capsule - Sure, Quick Absorption! 
4. Economical Once-A-Day Dosage! 

5. Wider Range Nutrifional Support! 

6. Relieves Troublesome Leg Cramps! 


Ferrous Fumarate (iron) 150 mg. conc. sake 2 meg. 
Deep sea eyster shell (Calcium) mg. Folic mg. 
Vitamin 50 mg. 10 mg. 
Vitamin A USP Units Vitamin K 0.25 mg. 
Vitamin D 400 USP Units Rutin 10 mg. 
Vitamin 8-1 2mg. Sodium Mo 
Vitamin 8-2  2mg. Fluorine (Calcium Fluoride) 0.25 mg. 
Vitamin B-6 0.8 mg. lodine (Potassium ledide) mg. 


SAMPLES ON REQUEST 
(or S. J. TUTAG & CO. 
DETROIT 34, MICHIGAN 
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ADVERTISEMENTS 


Today-—as before— 
Only Kent offers this remarkable combination: 


FINEST NATURAL TOBACCOS 
FAMOUS MICRONITE FILTER 


Millions of smokers have changed to 
Kent because of this combination. They 
discovered that this combination was 
the reason why Kent satisfies your 


appetite for a real good 
smoke. 


First, finest natural 
tobaccos. Kent uses 
only the finest natural 
tobaccos—ripe, golden 
leaves—which, when 
shredded into tiny 
strands and carefully 
blended, produce a real 
tobacco taste. 


Second, Kent’s fa- 
mous Micronite filter 
which contains a re- 
markable series of 


Y 
KING SIZE 


flavor channels. The rich taste of natu- 
ral tobaccos flows through with a free 
and easy draw. The Kent filter is not 
too long, not too short, not too tight— 


smokers get every deli- 
cate shading of flavor 
of Kent’s finest natural 
tobaccos. 


Others may imitate, 
but none can duplicate 
the quality of Kent. 


If you would like the 
booklet for your own use, 
Story of Kent,”’ 
write to: 

P. Lorillard Company 
Research Department 
200 East 42nd Street 
New York 17, N. Y. 


© 1960, P. Lorillard Co, 


Today —as before—for good smoking taste, it makes good sense to smoke 
Kent, because Kent satisfies your appetite for a real good smoke. 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’. . . 


Combines the anti- 


® 
inflammatory effect 
of hydrocortisone with 
the comprehensive 
b 


brand OINTMENT actericidal action 
of the antibiotics. 


Each gram contains: Noomyecin: Sulfate: 5 mg. 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone ........ occceee (1%) 10 mg. 
400 Units ina special petrolatum base. 


Provides comprehensive 4 ® 
bactericidal action 

effective against virtually 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin ....... Sccteeves.« 400 Units 


Nopmycin Sallate 5 mg. ina special petrolatum base. 


® Offers combined anti- 
biotic action for treating 
conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 


Each gram contains: 
‘Aerosporin’™® brand Zinc Bacitracin 500 Units 


Polymyxin B Sulfate ........... 10,000 Units _in a special petrolatum base. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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THE 


REALMS 
OF THERAPY 


BEST 


ATTAINED 


WITH 


(brand of hydroxyzine) 
Special Advantages 


CHILDREN ¢é 


unusually ae tasty syrup, 
10 mg. tablet 


ATARAX 


record of effectiveness—over 200 labora- 


Supportive Clinical Observation 


“. . Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior....”’ Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


for additional evidence 


Bayart, J.: Acta 
10:164, 1956. Ayd, F. J., 

ifornia Med. 87. 75 jane.) 1957. 
Nathan, L. A., and Andelman, M. 
ee M. J. 112:171 (Oct.) 


well tolerated by debilitated 
patients 


seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
he in old age.” Smigel, 
J. 0., et a Am. Geriatrics Soc. 
7:61 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. nae 
med. 48: ry (Fe 
21) 1957. Shalowitz, M.: Ger ne 
atrics ech 312 (July) i956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


more normal life.... 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
(Jan. 3) 1959. Coirault, 
Presse méd. 64:2 239) ( 28) 
1956. Robinson, H. M 

South. M. J. 50:1282 


does not impair mental acuity 


“especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, R. C., Jr.: J. Florida M. 
45:549 (Nov.) 1958. 

H. C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, tr an 
Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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The Neurological Hospital | 
A LOGICAL ADJUNCT TO THE 
/WEIGHT-REDUCING REGIMEN 


x * 


A voluntary hospital jroviding the care and 


| treatment of nervous and mental patients meprobamate plus d-amphetamine... 
| and associate conditions. : 

| reduces appetite...elevates mood...eases 
tensions of dieting... without overstimula- 


Sick Room Equipment tion, insomnia or barbiturate hangover. 
Health FAachines i 
Dosage: One tablet one-half to one hour before each meal. “ 


* RENTALS — SALES * anorectic-ataractic | 


Invalid Walkers Exercycle 
Wheel Chairs Massage Belts 
Hospital Beds Exercise Bike 


meprobamate 400 mg., with d- amphetamine sulfate 5 5 me., Tablets 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


NECESSARY EQUIPMENT — REGULATORS, HUMIDIFIER 
OWMETERS, CATHETERS, MASKS, CAMNULAS— INCLUDING HIGH 


| 
d 
REGULAR TRU CK DELIVERY SERVICE THROUGHOUT KANSAS | 
P.O. BOX 551| “HUTCHINSON, KANSAS PHONE MOHAWK 5-5551 
rp Please accept this invitation to visit the Kansas Oxygen 
0 E N : 0 E Plant at the extreme east end of Carey Boulevard, 8 to 5 
Monday through Friday; other times by appointment. 
| : 
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WHY IS DIFFUSION IMPORTANT? 


Because the active ingredients of a spermicidal prepara- 
tion must diffuse rapidly into the seminal clot and 
throughout the vaginal canal to be clinically effective. 
Lanesta Gel offers this dwal protection. Its four 
spermicidal agents quickly invade the clot to stop the 
main body of sperm. It spreads evenly and quickly 
throughout the vaginal canal—seeks out every wrinkle 
and fold that may offer concealment to sperm. With 
this rapid diffusion, your patient receives full benefit 
of the swift spermicidal action of Lanesta Gel — in 
minutes — a decisive measure in conception control. 

In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide, produces im- 
mediate immobilization of spermatozoa in dilution 


Supplied: Lanesta Exquiset® . . . with diaphragm of prescribed size and type; universal introducer; 
Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by.Esta Medical Laboratories, Inc., Alliance, Ohio, Distributed by GEORGE A. BREON & Co., New York 18, N. Y. 


of up to 1:4,000. The addition of 10 per cent NaCl in 
ionic form greatly accelerates spermicidal action. Ri- 
cinoleic acid facilitates rapid inactivation and immo- 
bilization of spermatozoa and sodium lauryl sulfate 
acts as a dispersing agent and spermicidal detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 
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When too many tasks 
seem to crowd 

the unyielding hours, 
a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG US. PAT. OFF. 


| 
9 
we 
any rheumatic“itis”calls for 
Mie. ® 
corticoid-salicylate TABLETS 4 


compound 


: 
fi 
eyes, 


IT’S ENROLLMENT TIME ... 


hat 


in your special 
Medical Society 
Blue Cross- 


Blue Shield group* 


FILL OUT THE COUPON BELOW IF YOU WOULD LIKE TO KNOW 
MORE ABOUT THIS SPECIAL GROUP OPPORTUNITY 


*Available to physicians and staff in all Kansas counties 
except Johnson and Wyandotte (which are served by 
the Kansas City Blue Cross-Blue Shield). 

Be sure new employees or those who 

are not participating in this special 

program have an opportunity to enroll 


during this annual reopening period. 


| 


Blue Cross - Blue Shield of Kansas 
1133 Topeka Bivd. 
Topeka, Kansas 


Please send information on Kansas Medical Society group: 


NAME 


ADDRESS 


CITY. 


: 
3 
: 
: 
| 


50 ADVERTISEMENTS 


Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 


Breast prostheses Lumbo-sacral belts 
Maternity brassieres 
Taylor back braces Maternity belts 

Rib belts Trusses 


Pelvic traction belts 


Cervical braces 


Fittings by prescription only 
Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Horne Streets Telephone CE 5-5383 


THE LATTIMORE- FINK 
LABORATORIES 


Topeka — _ El Dorado 
Kansas 


A. A, Fink, M.D., Pathologist-Director 
D. T. Ferraro, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 

H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. A. Hull, A.B., Bacteriologist 

W. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


SURGEONS 
DENTISTS 


60 T0 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. “we 


A 
logical 
prescription for 
overweight patients 


anorectic-ataractic 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets 


meprobamate plus d-amphetamine... 
depresses appetite...elevates mood... 
eases tensions of dieting... without over- 
stimulation, insomnia or barbiturate 
hangover. 


Dosage: One tablet one-half to one hour before each meal. 
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ferazolidin’ 


brand of prednisone-phenylbutazone 


The combined action of 
phenylbutazone and pred- 
nisone in Sterazolidin results 
in striking therapeutic benefit 
with only moderate dosage 
of both active agents. 


In long-term therapy of the 
major forms of arthritis, 
control is generally main- 
tained indefinitely with stable 
uniform dosage safely below 
that likely to produce 
significant hypercortisonism. 


In short-term therapy of more 
acute conditions Sterazolidin 
provides intensive anti- 
inflammatory action to assure 
early resolution and recovery. 


Sterazolidin®, brand of prednisone- 
henylbutazone: Each capsule 
contains prednisone, 1.25 mg.; 
Butazolidin® phenyibuta- 
zone), 50 mg. ; dried aluminum 
hydroxide gel, ‘100 mg. ; magnesium 
trisilicate, 150 mg.; homatropine 
methylbromide, 1. 25 mg. Bottles 
of 100. 


Geigy, Ardsley, New York 


cD 
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a well balanced therapy 
in all forms 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical — 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


er Taylor Back Brace 
urgica Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


combination 
for appetite | 
suppression | 
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appetite...elevates mood... 
reduces tension... without 
insomnia, overstimulation 
or barbiturate hangover. 


anorectic- ataractic i 
Dosage: One tablet one-half to one hour before each meal. | 


Meprobamate 400 
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CLASSIFIED ADVERTISEMENTS 


FOR SALE—Physicians equipment and furniture located 
in a university community. Good location, reasonable rent, 
Apothecary next door, excellent opportunity for a young man 
over well established practice. Write the JoURNAL 


tRWO- MAN Pediatric Partnership seeks third pediatrician. 
Located in beautiful new medical building in one of Iowa’s 
most progressive * ago Excellent school, church and cultural 
facilities. Very fine opportunity. Write the Journat 1-360. 

KANSAS GENERAL PRACTICE near Wichita, 1959 
net over $35,000; entering residency; new air- -conditioned 
office; for sale or lease; rich rural community; lake nearby; 
excellent schools. Write the Journat 1-160. 

WANTED. General Practitioner—Cherryvale, Kansas. One 
who will do night work when needed. Good opening. Nothing 
to sell. Write the JourNAL 2-360. 

FOR SALE—Medical office equipment in central Kansas 
town of 40,000 population. Buyer will take over practice this 
summer or early fall. Leaving for residency. Good oppor- 
tunity for interested physician to take over active general 
practice for minimal investment. Write the JouRNAL 1-560. 

AVAILABLE: Resident doctor needed to treat patients in 
emergency room and out patient department. Good Salary. 
Call Kansas City, Kansas, MAyfair 1-0700 or Write the 
JournaL 1-660. 

OPENING for asscociate physician in established office at 
excellent location in northwest Denver. Doctor—moving—en- 
joyed a very large practice, a very substantial part of which 
will remain to the new doctor. Remaining associate physician 
is well established internist. Write the Journat 2-660. 
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increases bile 
DECHOTYL stimulates 
the flow of bile — 
a natural bowel 

regulator 


DECHOTYL gently stimulates 
intestinal peristalsis 


© softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
~ DECHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


TRABLETS* 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient —naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 

Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need I or 2 TRABLETS 3 or 4 times daily. AMES 
COMPANY, INC 


Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart « Indiana 


Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 
desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 84160 
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To improve your patients’ mood and 
to help them stick to their diets: 


® Spansule® capsules Fach ‘Dexamyl’ Spansule sustained 
bes release capsule (No. 2) contains 

Tablets « Elixir ‘Dexedrine’ (brand of dextro ampheta- 
mine sulfate), 15 mg., and amobarbital, 


1% gr. Each'D yl’ Sp I p 
brand of dextro amphetamine and amobarbital (No. 1) contains ‘Dexedrine’, 10 mg., and 


amobarbital, 1 gr. 


To curb appetite and to restore energy when your Each ‘Dexedrine’ Spansule sustained 


release capsule contains dextro amphet- 


patient is listless and lethargic: 
DEXEDRINE® Spansule® capsules « Tablets « Elixir SMITH 
brand of aaa amphetamine KLINE & 


FRENCH 
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